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INTRODUCTION 


HIS collective review is not an attempt to 

solve the problem of empyema, but discusses 

some of the numerous views. Neither can it 
be claimed to offer anything new in reference to the 
etiology, pathology, or treatment. Its chief object 
is to present as impartially as possible the data 
advanced by certain writers. Men of great abil- 
ity as surgeons and internists differ widely regard- 
ing this condition and especially with regard to 
its treatment. This is especially true of those 
who have made reports during the past five years, 
possibly because an unusually large number of 
empyema cases followed the recent epidemics of 
measles, influenza, and various types of pneu- 
monia. 

A study of their papers reveals the fact that a 
great number of writers are not familiar with the 
history of the treatment of empyema. This is 
evident from what they regard as new discoveries 
and new methods of treatment. 

As stated in an editorial (1): “A knowledge of 
medical history is a most distressing thing for it 
discloses persistently that this or the other new 
discovery is only a rediscovery. We must take 
our consolation in the fact that generally the first 
steps were but halting ones, not being backed by 
sufficient force of actual knowledge to permit 
them to reach their goal, and hence our newer 
progress on a more substantial basis is, after all, 
the only worthwhile advance.” 

In abundant material it is not unusual to dis- 
cover apparently new diseases, new symptoms, or 
new relationships between diseases and symp- 
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toms, and apparently new methods of treatment. 
Moreover, findings which in isolated cases do not 
seem striking assume added importance when 
seen in numerous cases in a brief period of time. 


HISTORY 


In order that the reader may have a clearer 
conception of the evolution of the modern meth- 
ods of treatment, a brief résumé of the history 
of the treatment of empyema seems warranted 
even at the risk of repeating facts known to many. 

The term “empyema” (év= within, and ziov = 
pus) appears to have been used by the ancients to 
designate an internal collection of pus in the 
pleural cavity, the lung substance (abscess), or 
the cavities of ulcerative tuberculosis. Aetius 
(2) is believed to have been the first to restrict 
the term to pleural collections. 

The first description of the symptoms and 
nature of empyema is generally credited to the 
great master Hippocrates, who made frequent 
mention of the condition in his writings (4). It is 
fully described also in the books of the Hippo- 
cratean school (Cos), but there is some doubt as 
to whether these were the product of his pen. It 
appears that Hippocrates gained his knowledge 
of empyema and other diseases from his ances- 
tors, the Asclepiada, who presided over the 
temples of health in Greece and are the accredited 
authors of the first book of Prorrhetics and the 
Coan Prognostics which together, according to 
Adams (4) and other authorities, formed the basis 
of the Prognostics of Hippocrates and contained 
an excellent account of the means of recognizing 
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this disease, one of the oldest known to medicine 
(5). There is no doubt that Hippocrates was 
familiar with both forms of pus collections in 
the thoracic cavity—tuberculous cavitations and 
empyema—as we know them today. This is 
evident from Paragraph 17 of the translation of 
the Prognostics given by Adams: 

““Empyema may be recognized in all cases by 
the following symptoms: In the first place the 
fever does not go off, but is slight during the day 
and increases at night, and copious sweats super- 
vene; there is a desire to cough and the patient 
expectorates nothing worth mentioning; the eyes 
become hollow, cheeks have red spots on them, 
the nails on the hands are bent, the fingers are hot, 
especially their extremities; there are swellings in 
the feet, they have no desire for food, and small 
blisters (phlyctzenz) occur over the body. These 
symptoms attend chronic empyemata and may 
be much trusted to; and such as are of short 
standing are indicated by the same, provided 
they be accompanied by these signs which occur 
at the commencement, and if at the same time 
the patient had some difficulty of breathing. 
Whether they will break earlier or later may be 
determined by these symptoms—if there be pain 
at the commencement and if dyspnoea, cough, 
and ptylism be severe the rupture may be expect- 
ed in the course of twenty days or still earlier; 
you may expect from these the rupture to be 
later, but the pain, dyspnoea, and ptylism must 
take place before the rupture of the abscess. The 
patients recover most readily whom the fever 
leaves the same day that the abscess bursts— 
when the alvine discharges are small and con- 
sistent, the matter white, smooth, uniform in 
color, and free from phlegm. They die whom the 
fever does not leave, or when appearing to leave 
them, it returns with exacerbations; when ihey 
have thirst, but no desire for food, and there are 
watery discharges from the bowels; when the 
expectorations are green or livid or pituitous and 
frothy. If these occur they die.” 

It is evident from this very clear clinical pic- 
ture that rupture of an abscess into the bronchus 
is indicated instead of rupture through the exter- 
nal chest wall. A similar effect is produced by 
artificial pneumothorax (6), a procedure first 
practiced over twenty-three hundred years ago. 

Hippocrates was familiar also with surgical 
procedures and called attention to the dangers of 
too early operation and too speedy evacuation of 
the pleural contents (7). With regard to pre- 
operative measures he stated that the patient 
should be prepared fifteen days after the onset 
of the disease by washing him very thoroughly 


with warm water. This recognition of the impor- 
tance of cleanliness suggests the dawn of aseptic 
principles (8). 

With regard to the use of the knife it is staied 
in one book of the De Morbis (5) that before the 
incision was made the skin was marked. Else- 
where it is stated merely that an incision was 
made in the skin between the ribs with a sword- 
like knife (uaxaipvov or paxaipis), the subjacent 
parts being then perforated with a pointed knife 
(€rara dtvBedns paxite) guarded by a piece of 
rag so wound around it that only a portion of 
its length the size of the thumb nail was exposed. 
When the pus was reached some of it was allowed 
to escape, the incision being then plugged with a 
stiff linen tent fixed to a thread. The tent was 
removed twice daily for a period of ten days for 
gradual evacuation of the fluid, and at the end of 
this time the cavity was allowed to empty itself. 
In order that the lung which had become accus- 
tomed to the presence of fluids might not dry too 
quickly, warm wine and oil were injected through 
the fistula (9). 

Therefore, from these old masters we learn of 
the great danger of too early operation and too 
rapid evacuation of fluids from the pleural cav- 
ity. They tell us also how to prevent the loss of 
tents and drainage tubes in the pleural cavity by 
means of a linen thread, and instruct us regar«- 
ing the use of oils and antiseptics in the treatment 
of infection. Their method of draining through 
the rib in order that they might have a rigid 
structure to cork and uncork was re-discovered 
by a later writer. 

The teaching of the School of Cos was in vogue 
during the next five or six centuries. Celsus (10) 
mentioned empyema as a complication of frac- 
ture of the ribs. During the sixth and seventh 
centuries operative procedures lost favor on 
account of poor results. Instead of the knife, a 
cautery was used—a method employed by the 
Arabians (11). 

From this period to the sixteenth century 
fewer writers advocated operative measures, and 
those who opened the chest followed the direc- 
tions of Hippocrates. In 1579, Paré (12) treated 
empyema by intercostal incision and resection 
of ribs. He warned of the danger of incising 
the vessels near the ribs and advocated drainage 
of small amounts at intervals. 

Early in the seventeenth century Horstus 
advocated early closure of chest wounds in oppo=!- 
tion to the time-honored custom of keeping t!ic 
fistula opened. The subsequent use of the trocr 
may also be traced to the practice of the seve: 
teenth century. 
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De la Motte (13) in 1772 and Heister in 1748 
advocated incision and gave up the injection of 
fluids into the chest cavity, which they concluded 
was a harmful procedure. Bass (14) was the first 
to suggest that air should be excluded by means 
of a valvular opening which would close the 
orifice after the fluid had escaped. In 1819 
Morand (15) suggested that the effusion be 
aspirated once or twice at intervals of a week 
before the chest cavity was opened. Thus it is not 
surprising that when Sedillot attempted to popu- 
larize the surgical procedure, Dupuytren (16), 
the greatest surgeon of his time, declined opera- 
tion when he himself was suffering from empyema, 
uttering the classical statement that he would 
rather die by the hands of God than by those of 
the doctors. The great Velpeau had lost practi- 
cally all of his cases of empyema, and Dupuytren 
had seen only four recoveries in fifty cases. Most 
of the latter, however, were treated by aspiration. 

In 1819 Laennec published his epoch-making 
work on auscultation which made the diagnosis 
of empyema easier. Williams (17) recommended 
repeated tapping and the displacement of the 
pus with water injected through a double-tube 
cannula. If the pusdid not disappear he employed 
nitrate of silver and sodium chloride solution, a 
procedure rediscovered by Diederich (18). 

In later years chlorinated solutions were em- 
ployed. Trousseau (19) favored particularly the 
— of iodine but used chlorinated solutions 
also. 

This brings us to the more modern and refined 
methods of treatment. It is clearly evident, how- 
ever, that the numerous new procedures advo- 
cated in the epidemic of the Great War are very 
similar to those employed in the past, especially 
the late operation advocated by the great master 
Hippocrates more than twenty-three centuries 
ago. 

ANATOMY AND PHYSIOLOGY 

While it may seem elementary to review certain 
anatomical and physiological considerations with 
regard to the thorax, this basic knowledge is 
necessary for a correct understanding of the 
pathology, diagnosis, and treatment of empye- 
ma. Green (20) believes that apparent disre- 
gard or misunderstanding of the true physiology 
and pathology of the condition was responsible 
for the high mortality of 84 per cent in one 
army camp and an average mortality of 32.2 per 
cent in all army camps (21). 

In the following discussion the anatomy and 
physiology of the chest will not be described in 
detail, but mention will be made of the salient 
points having a direct bearing on empyema. 
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The lymphatics of the thoracic wall consist of 
three main groups: 

1. A superficial group to the muscles and 
skin, most of which terminate in the axillary 
nodes. 

2. The intercostal lymphatic vessels which 
drain the intercostal muscles and pleura. Those 


‘draining the external intercostal muscles run 


back, and after receiving the vessels which accom- 
pany the posterior branches of the intercostal 
arteries, terminate in the posterior intercostal 
nodes. Those of the internal intercostal muscles 
and parietal pleura consist of a single trunk in 
each space. These trunks run forward in the 
subpleural tissue, and the upper six open sepa- 
rately into the internal mammary nodes or into 
the vessels which terminate in the lowest of the 
internal mammary nodes (22). There are few 
lymphatics beneath the ribs. Stomata are found 
over the intercostal spaces, but not over the ribs. 
Lymph vessels are also numerous over the inter- 
costal spaces (23). 

3. The lymphatics of the diaphragm. These 
form two rich plexuses, one on the thoracic sur- 
face of the diaphragm and the other on its 
abdominal surface. 

The anatomical relationship of the lymphatics 
of the chest wall explains the extension of infec- 
tive processes with the formation of abscesses 
which have been found so frequently beneath the 
sternum (24) and the posterior portions of the 
chest wall. A point of great importance is that 
in resection of a rib we pass through an area 
with practically no lymphatics, while in thoracot- 
omy the possibility of infecting distant parts 
through the lymphatic streams is greater. 

The lymphatics of the lung may be subdivided 
into two plexuses, a superficial plexus situated 
beneath the pleura, and a deep plexus which 
accompanies the branches of the pulmonary ves- 
sels and the ramifications of the bronchi. There 
is little or no anastomosis between the superficial 
and deep lymphatics of the lung except in the 
region of the hilus. Miller (25) describes collec- 
tions of lymphoid tissue situated beneath the 
pleura. 

The pleure, like other serous surfaces, do not 
have sensory nerves. Therefore, contrary to the 
general impression, the pain or “stitch” of 
pleurisy is not due to the rubbing of the surfaces 
but is a referred pain caused, according to Mac- 
kenzie (26), by spasm of the intercostal muscles. 

Under normal conditions the intrapulmonic 
pressure expands the lungs until they fill that 
part of the thoracic cavity not occupied by other 
organs. As the chest cavity varies with respira- 
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tion, the volume of the lungs must change accord- 
ingly in order that at all times the lungs will fill 
fully every part of the chest cavity. The expan- 
sion of the lungs is not uniform, however, since 
different parts of these structures are not equally 


extensible. The root of the lung containing the 


bronchus, vessels, and fibrous tissue offers the 
greatest resistance to an expanding force, while 
the bronchial and vascular ramifications radiat- 
ing toward the surface with pulmonary tissue 
between them are more extensible and the outer 
25 or 30 millimeters of peripheral lung tissue have 
‘the greatest extensibility. The expansion of the 
lung is accomplished by separation of the less 
extensible rays of tissue which permits the ex- 
pansion of the more extensible pulmonary tis- 
sue between them (Keith, 27). It must be re- 
membered also that the expansion of the lung 
does not take place instantaneously and equally 
throughout. If the chest wall or the lung is per- 
forated so that air can communicate with the 
pleural cavity from without or from the bronchial 
tree, the lungs promptly shrink in size since the 
atmospheric pressures on the outside and in 
the inside of the sac are then equalized. 

In addition to this purely mechanical action 
other factors must come into play in the collapse 
of the lung. Rees and Hughes (28) and many 
other observers have noted partial and massive 
collapse of the lung structure. Pasteur (29) was 
the first to attribute this to the reflex inhibition 
of the diaphragm which he had observed follow- 
ing an abdominal operation in which the dia- 
phragm was not injured. 

The intrapleural pressure is subatmospheric, 
being —5 millimeters during rest and — 10 milli- 
meters during inspiration. 


BACTERIOLOGY 


Perhaps no subject in the entire realm of 
medicine has been given greater attention than 
bacteriology during the recent pandemic of in- 
fluenza. As empyema may be caused by a great 
variety of organisms, either primary or secondary 
invaders, it will be necessary to include in our 
discussion bacteria of associated lesions as well 
as those which occur in the respiratory tract. 

The pleura may be infected through the chest 
wall, the blood and lymph streams, and the res- 
piratory tract, and by direct extension from 
adjacent infected parts. Organisms introduced 
into the pleural cavity through the thoracic wall 
in gunshot or stab wounds vary in different 
localities, depending upon soil contamination, the 
clothing and cleanliness of the individual, and 
many other factors. In France, where intensive 


cultivation is carried on, numerous anaerobic as 
well as aerobic infections are seen. Elliott and 
Henry (31) report that 10 per cent of the cases 
of haemothorax are infected with anaerobic 
bacteria. Griffiths (32) records two cases of 
empyema following aspiration of the chest 
cavity. Both primary and secondary tubercu- 
losis of the pleura have been noted. Wilson (33) 
records a case due to caries of the dorsal vertebre. 
Rupture of subphrenic abscesses or echinococcus 
cysts into the pleural cavity may lead to pus 
formation. The contents of these cysts are very 
irritating to the tissues. In one autopsy per- 
formed by the author in a case of empyema the 
condition was due to rupture of the cesophagus 
by instrumentation in the removal of a foreign 
body. Gonorrhceic lymphatic metastasis from a 
peritoneal infection has been recorded by Wood- 
berry (34). Osler (3: 5) states that in Munich 
empyema was found in about 2 per cent of the 
autopsies in cases of typhoid fever. 

It is obvious that as a rule empyema is due to 
a respiratory infection. In spite of the vast 
amount of work which has been done on the 
respiratory flora, however, no definite advances 
have been made in determining the relationship 
of the normal profuse inhabitants of the upper 
respiratory tract to acute and chronic diseases. 
Bloomfield (36) believes that a serial quantitative 
method of culture is necessary. 

Soper (37) reports that from September 12 to 
December 1, 1918, there were 306,719 cases of 
influenza among the troops in America. During 
the same period there were 48,079 cases of pneu- 
monia and 19,429 deaths. The total strength of 
troops was about one and a half million. There- 
fore it is correct to say that approximately one 
in every five had influenza, and of these, one in six 
developed pneumonia, and that of the patients 
with pneumonia, two in five died. The total num- 
ber of deaths throughout the United States, in- 
cluding the civilian population, was approximate- 
ly 360,450. 

Blanton and Irons (43) report that of a series of 
357 normal persons examined before the outbreak 
of the influenza epidemic, a hemolytic strepto- 
coccus was found in the respiratory flora in 75 per 
cent. Ina study of 868 nasopharyngeal cultures on 
defibrinated blood-agar plates, Matz (38) isolated 
the influenza bacillus in 39.5 per cent, streptococci 
in 12.4 per cent, pneumococci in 9.4 per cent, and 
hemolytic streptococci in 2.5 per cent. Small 
(39) records a study of 1,285 cases of pneumonia 
in which the incidence of empyema was 9 per 
cent and the sputum examinations showed that 
the condition was due to the pneumococcus in 48 
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per cent (Pneumococcus Type 1, 21 per cent; 
Type 2, 34 per cent; Type 4, 45 per cent.) Strep- 
tococci were found in 46 per cent of the total 
number of cases, and of these, 54 per cent were 
hemolytic streptococci. John (40), in a study of 
136 cases, isolated hemolytic streptococci in 
the sputum in 36.7 per cent, pneumococci in 31.8 
per cent, and the influenza bacillus in 2.4 per 
cent. 

It must be borne in mind that the bacteria 
mentioned mav be found also in the normal mouth 
and pharynx. Davis (41) reports that no lesions 
of importance were produced in experimental in- 
fection of the intestine with hemolytic strepto- 
cocci. Hiss and Zinsser (42) state that the 
hemolytic streptococci are found less frequently 
in the normal mouth, but may be present without 
causing disease. However, the presence of the 
hemolytic streptococci in the mouth in associa- 
tion with some lesion of the respiratory tract is 
apt to indicate an etiological relationship. 

The positive blood cultures obtained through- 
out this epidemic were very few in number. 
John (40) reports 43.3 per cent positive cultures 
in the streptococcal infections, and 3.8 per cent 
positive cultures in the pneumococcal infections. 
It may be stated also that 92.8 per cent of the 
cases with positive cultures of hemolytic strepto- 
cocci were fatal. Blanton and Irons (43) obtained 
only eleven positive cultures in 510 in cases of 
influenza. Hamburger and Mayers (44) look upon 
empyema as a distinct general sepsis with asso- 
ciated pneumonia and quote Jochmann (45) as 
stating that streptococcal sepsis may progress 
with the picture of a lobar pneumonia which may 
be the source of the sepsis or secondary to it, and 
that the pleura may be the seat of primary 
empyema or serve later as a source of strepto- 
coccal sepsis. McClelland (46) reports that blood 
cultures were positive in 50 per cent of 4,980 
cases Clinically diagnosed as influenza, and that 
in 1,322 of these pneumonia developed which in 
416 proved fatal. 

In the opinion of a large number of author- 
itative bacteriologists the organism of Pfeiffer was 
not the etiological factor in the pandemic under 
discussion. Jordan (47) states, ‘“‘We have in the 
pandemic influenza an infection with an unknown 
or unrecognized virus which increases the suscep- 
tibility of the normal individual to infection with 
various pathogenic respiratory organisms, and 
superimposed on the original infection we have 
a variety of secondary infections.” Hektoen (48) 
and Vaughan (49) are of the opinion that the cause 
isan unknown condition complicated by secondary 
infections due to bacteria the type of which is 
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dependent upon the local conditions in the dif- 
ferent parts of the country. 

Nicolle and Lebailly to report the experi- 
mental production of the symptoms of influenza 
in monkeys and man with filtrates of nasal 
secretions and blood from uncomplicated in- 
fluenza cases. The symptoms observed were 
similar to those of cases oceurring in the pan- 
demic. Dujarric de la Riviére (51) produced in- 
fluenza in himself by injecting the filtrates of 
blood from four persons suffering with influenza. 
More recently Olitsky and Gates (52) have suc- 
ceeded in producing changes in the respiratory 
tract with a substance which:they have been able 
to carry through fifteen successive animals. Be- 
cause of these results they are of the opinion that 
they are dealing with the transmission of a 
multiplying agent rather than with an active 
substance produced by it. 

On the other hand, Nuzum, Pilot, Stangl, and 
Bonar (53) were able to isolate the influenza 
organism in only 8.7 per cent of the 2,000 cases 
studied and therefore conclude that the pan- 
demic was not due to a filterable virus. Krumb- 
haar (54) reports finding a bacillus identical with 
that of Pfeiffer in 75 per cent of his cases. Keegan 
(55) states that the results of cultures taken 
directly from the lungs show that bacillus influ- 
enza occurred either in pure or mixed culture in 
82.6 per cent of twenty-three cases ‘studied. 
Rosenau obtained it in 83 per cent of twenty-six 
autopsies. 

In the report on the influenza epidemic in the 
British armies in France (56) it is stated that 
the Pfeiffer bacillus was recovered from ninety- 
one of a series of 220 specimens of sputum, from 
sixty of 164 specimens from the nasopharynx, 
and from two of sixty-eight blood cultures. Smith 
(57) considers bacillus Pfeiffer the etiological 
factor. 

In various army camps the results of bacteri- 
ological examination of the pleural fluids in empy- 
ema corresponded more closely than the sputum 
and blood cultures. In 158 pleural exudates from 
seventy-five cases examined by Dwinell (58) the 
hemolytic streptococcus was isolated in seventy- 
four, the influenza bacillus in fourteen, the hemo- 
lytic staphylococcus in twenty-two, non-hemo- 
lytic streptococcus in twelve, and the pneumo- 
coccus in twenty-five. Manson (59) records find- 
ing hemolytic streptococci nineteen times in twen- 
ty-nine cases, and Brooks and Cecil (60) have 
found them fifty times in eighty cases. Schorer, 
Clark, Sanderson, and Dickson (61) report that 
fifty-six of eighty-one pleural exudates from 181 
cases of pneumonia were purulent. Hemolytic 
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streptococci were found in 53.5 per cent of the 
exudates, and 70.14 per cent of the purulent 
pleural fluids. Blake (62) has made an interest- 
ing observation on streptococcus viridans; he 
found that the changes occurring in the blood 
plates are due to the change of oxyhemo- 
globin to methemoglobin, that this occurs only 
in the presence of living micro-organisms, that 
it appears to depend upon the metabolic activity 
of the bacteria rather than upon the virulence 
of the particular strain, and that its intensity 
has a close relationship to the rapidity of 
growth. The reaction seems to depend upon 
oxidation and reduction, and can be obtained 
in the absence or excess of oxygen. 

Simmons and Bigelow (63) report the presence 
of diphtheria bacilli in sixty cases. The strains 
isolated in 17.8 per cent were virulent for guinea 
pigs. The bacilli did not cause any symptoms, 
and the patients remained carriers until the 
empyema cavities healed. 

Stone (64) compares the percentages and the 
types of organisms observed in the three series 
of cases of empyema as follows: 


Streptococcus Pneumococcus 
Series Cases Per cent Per cent 
I 71 73.2 26.7 
a 05 73.0 26.3 
3 85 70.4 29.4 


In chronic empyema the bacterial flora is 
quite varied. The hemolytic streptococci re- 
main for a long time in the exudates. Bacillus 
pyocyaneus was one of the most resistant organ- 
isms the writer had to contend with in the chronic 
cases. This was especially true in cases compli- 
cated by bronchial fistula in which appropriate 
treatment for the elimination of this organism 
could not be instituted. 


PATHOLOGY 


When the pleural cavities contain a purulent 
exudate the condition is designated as “‘ thoracic 
empyema” or “purulent pleurisy.”” The exudate 
varies in quantity from a few centimeters to 
several liters, and its quality varies according to 
the mode of its formation, its etiology, and the 
duration of the disease. 

In a restricted sense, the pathology includes 
only the morbid changes occurring in the walls of 
this potential sac which has been converted into 
a true cavity. As a matter of fact, however, the 
pleura is the primary seat of the disease in only a 
very fewcases. Asa rule, the condition is associ- 
ated with other lesions of which it may be regarded, 
a part or sequela or is due to the presence of 
a foreign body. Because of failure to recognize 


these facts protective collections of fluid in the 
pleural cavities in massive active pneumonia 
have often been evacuated surgically with fatal 
results. 

Primary empyema may be attributed to two 
modes of infection. Heller (65) suggests that the 
pleural reactions can be induced by the absorption 
of bacteria inspired with the air and carried to 
the pleura by the lymphatics. However, as the 
pleural and the deep lymphatics of the lung do 
not anastomose very freely, this probably occurs 
very infrequently. Another hypothesis advanced 
is that in bacteriemias the bacteria have an elec- 
tive affinity for the pleura. Lichtenstern (66) 
remarks that in previous epidemics there were 
numbers of cases of severe primary “grippe 
pleuritis” which began with chills, a high con- 
tinuous fever, extreme dyspnoea, and marked 
cyanosis, and in which, in a very short time, there 
was a rapid accumulation of pleural fluid. In 
repeated postmortem examinations it was deti- 
nitely proved that these were primary pleurisics 
without any co-existing inflammatory infiltra- 
tions in the lungs. Streptococci were often found 
in pure culture in the exudates. 

Wilensky (67) states that over go per cent of 
the cases of empyema are due to post-pneumonic 
processes spread by continuity from neighboring 
perforating abscesses, or to metastasis from dis- 
tant lesions. Rosenbach (68) suggested that many 
cases of post-pneumonic empyema may be in- 
duced by rupture into the pleural cavity of small 
subpleural abscesses resulting from the liquefac- 
tion of consolidated portions of the lung. Moschco- 
witz (69), apparently unaware of Rosenbach’s 
observation, draws a similar conclusion. He ob- 
jects to the common view that empyema is duc 
to infection by contiguity as this complication is 
not observed in infection of other serous cavities. 
Diffuse peritonitis seldom, if ever, results from 
acute appendicitis unless there has been perfora- 
tion of the appendix or necrosis of its walls. 
Moreover, infection of the pleura by contiguity 
would presuppose a flow of lymph in a direction 
opposite to that demonstrated by physiologists 
and anatomists. Ina large percentage of thirty- 
six autopsies Moschcowitz found subpleural 
abscesses perforating into the pleura. 

As a rule the purulent fluid becomes encaj)- 
sulated by the deposit of fibrin in the periphery 
of the cavity. These encapsulations may be 
single, multiple, localized, or diffuse. While 
seropurulent pleurisy is always free, a purulent 
pleurisy is nearly always encapsulated. The 
bronchial fistula is due to the rupture of a sub- 
pleural abscess into the pleural cavity. Only in 
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rare instances is it secondary to rupture of the 
empyema cavity into the bronchial tree. When 
encapsulated pus occurs in thin sheets between 
the lobes, the condition is termed “interlobar 
empyema.” ‘This is the multiple encapsulated, 
loculated empyema. Dissecting pleurogenic pneu- 
monia is formed in the interstitial tissue along 
the lymphatics. 

Pathological changes in the pleura show con- 
siderable variation. Especially in pneumococcal 
empyema in children the pleura may present a 
normal smooth and glistening surface covered 
with a purulent exudate. As a rule, however, the 
surface is dul] and finely granular, shows marked 
congestion of the blood vessels, and is covered 
with flakes of fibrin. In other cases there is a 
pseudo-membrane which strips off easily, leaving 
a smooth surface lined by endothelial cells. In 
still others the polyhedral endothelial cells may 
be degenerated or there may be degeneration of 
the sub-endothelial connective tissue, a change 
which may alter the character of the exudate. 
Lucke and Barker (70) are of the opinion that 
endothelial cells are the predominating type found 
in the exudate of influenza; these are not seen in 
pleuritis due to streptococci, pneumococci, or 
other organisms. He does not state whether they 
originate from the pleural surface or from the 
endothelial cells of blood vessels. 

Graham (71) has shown by experiments that 
in the formation of pleural exudates the respira- 
tory movements are of very great importance 
and that the largest amount of fluid is formed at 
the end of expiration. 

It must be borne in mind that, in addition to 
the presence of associated lesions of the lungs 
and the purulent exudate, there is flattening of 
the diaphragm and a decrease in diaphragmatic 
movement due to partial paralysis. Barjin (72) 
has shown that this paralysis precedes the effu- 
sion and persists after its disappearance. It is not 
observed in cases of transudation such as the 
hydrothorax of Bright’s disease, even though the 
amount of fluid is large. 

The lesions of the lungs may be divided into 
the lobular, lobar, and interstitial bronchopneu- 
monia. The term “interstitial bronchopneu- 
monia” was introduced by MacCallum to desig- 
nate a peculiar form following measles and usually 
associated with empyema. This condition was 
found in twenty-six of his thirty-seven autopsies. 
The lobar and lobular pneumonia presented the 
well-known textbook picture. Interstitial bron- 
chopneumonia is described by Cole and Mac- 
Callum (73) as follows: 

‘Analysis of the cases appears to show fairly 
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conclusively that the pneumococcus is responsible 
for those in which lobar pneumonia was found. 
The streptococcus hemolyticus, in most instances, 
seems to cause a peculiar form of broncho- 
pneumonia which, on account of its anatomical 
characters, I have designated ‘interstitial broncho- 
pneumonia.’ There are, however, some cases in 
which this organism, growing in overwhelming 
numbers or with especial virulence, produces a 
patchy pneumonia of a type more closely resem- 
bling the familiar lobular or bronchopneumonia 
found so often as a terminal event in persons 
dying of some chronic disease, or in those in whom 
aspiration of infected material has occurred. 
This may be referred to as ‘lobular pneumonia.’ 

“One of these infections may be superimposed 
on the other, and there may even be found lesions 
corresponding to each in the same lung. 

“Fibrinopurulent pleurisy with abundant exu- 
date has occurred with extreme frequency in 
these cases. 

“The interstitial bronchopneumonia has been 
studied in various stages in different cases and 
found to produce extraordinarily different ap- 
pearances as it progresses. 

“In the earliest stage the pleural surface of 
the lung is smooth and glistening. The lung is 
in general air-containing, although atelectatic 
patches may be making their appearance. On sec- 
tion, small hemorrhagic foci are found scattered 
through the lung, each showing, as a rule, a gray, 
rather opaque center. These foci measure from 
2 to 3 millimeters in diameter, sometimes more, 
and are so small that several may occur in one of 
the secondary lobules of the lung, that is, in one 
of the lobules marked off by the interlobular 
septa (W. S. Miller). Microscopically, it is found 
that these foci represent the ends of the bron- 
chioles together with the adjacent alveoli. The 
bronchiole and the ductus alveolaris are filled 
with leucocytes, among which streptococci are 
found in pairs or in short chains. There is some 
infiltration of the bronchiole wall with leucocytes, 
and the adjacent alveoli contain a few leucocytes, 
occasionally streptococci, coagulable fluid, and 
great numbers of red blood corpuscles. Not only 
the alveoli which form a continuation of the 
bronchiole, but also those which lie near its wall, 
seem to be affected. 

“In a somewhat later stage the lung can still 
be distended with air, although the patches of 
collapsed lung are more extensive. On section 
it is found studded throughout large areas with 
small gray nodules which project above the cut 
surface like miliary tubercles and are often sur- 
rounded by a red or grayish halo. At this time 
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there may be visible a minute cavity or depression 
in the center of each, which marks the lumen of 
the bronchiole. This may be represented, how- 
ever, by the opaque contents of the bronchiole. 
These nodules have been mistaken by more than 
one for miliary tubercles, and it seems conceivable 
that the peculiar appearance of this and later 
stages may be in part, at least, responsible for the 
almost universal statement that measles is com- 
monly followed by tuberculosis. 

“Fibrinopurulent pleurisy, often with excessive 
effusion of greenish, turbid fluid, accompanies 
the process from this stage on. In a still later 
stage the lung is usually much collapsed, dark 
blue, flabby, and airless except in the anterior 
portions. This is produced chiefly by the pres- 
sure of the pleural exudate, but partially by the 
occlusion of the bronchioles. At this stage shot- 
like nodules 3 or 4 millimeters in diameter may 
be felt all through the lung. On section, the pasty, 
airless lung sinks into a concave surface, leaving 
the gray peribronchial nodules projecting con- 
spicuously as whitish-yellow lines marking out 
the whole lobulation of the lung into polygonal 
fields. In each of these fields there may be three 
or four projecting nodules which now usually 
show distinctly a central bronchial lumen. The 
surrounding tissue may be fairly dense, so that 
the peribronchial thickening is marked out 
chiefly by its opaque whiteness. Hemorrhage 
may in some cases stain the outlying regions about 
the nodules. If the bronchi be opened with the 
scissors, they are found to be slightly dilated 
toward the periphery of the lung, where they be- 
come thick-walled as they run into the terminal 
portion which forms the center of the nodule. 
The contents are thick and glutinous. 

“Tn still later stages, more extensive infiltration 
of the peribronchial tissue occurs, and solid 
yellow patches from 1 to 2 centimeters in 
diameter appear. The induration about these, 
with cedema and hemorrhage, becomes confluent, 
so that quite large areas may appear consolidated. 
Septicamia occurs only in the hours just before 
death, and in only one protracted case was there 

.found an infarct-like lesion in the spleen. In 
all the others the abdominal organs were normal.” 

Other pathologists have reported extensive 
changes in the other organs. Lucke, Wight, and 
Kime (74) state that of 125 cases of influenza 
studied at autopsy the majority showed acute 
parenchymatous changes in the myocardium and 
other structures similar to those observed in 
other acute infectious diseases. Hamburger (75) 
states that parenchymatous degeneration and 
vacuolization of the myocardium occurred in the 


fatal cases. Symmers, Dinnerstein, and Frost 
(77) describe another picture found at autopsy 
in a group of influenza cases which resembled 
that of wood-alcohol poisoning, viz., an intense 
congestion of the viscera without evidences of 
pneumonic lesions or associated only with lesions 
which were so small as to be negligible. Death 
was accompanied by signs of asphyxia. Careful 
chemical analysis failed to reveal the presence of 
poisons. 

In the recent epidemic the pathologic lesions 
were strikingly different. Symmers (76) records 
an extraordinary variety of pulmonic lesions 
which varied in the two lungs of the same case 
and in the lungs of different cases. Concomitant 
semipurulent pleural exudates were observed in 
40 per cent of the cases, multiple pleural and sub- 
pleural abscesses in 44 per cent, and intrapul- 
monary abscesses in 35.5 per cent of all autopsies. 
There were extensive invasions of the interlobar 
and interlobular sections of the lungs, and it was 
not uncommon to find solitary, multiple, con- 
fluent, or discrete abscesses of the parenchyma. 
The presence of acute degenerative changes in the 
heart, liver, and kidneys was another striking 
difference in the recent epidemic. Blood cultures 
showed streptococci in 10 per cent of the cases, 
whereas in the pandemic these cultures were 
almost invariably sterile. 

In chronic empyema the pleura varies in thick- 
ness from a few millimeters to 2 or 3 centimeters. 
Usually it is covered with granulation tissue and 
microscopically is composed of granulation tissue. 
Collections of polymorphonuclear leucocytes and 
areas of necrotic tissue surrounded by more 
mature fibroblasts and showing round-cell infil- 
tration are frequently seen. Sections of pleura 
from cases in which zinc chloride has been em- 
ployed show small necrotic areas surrounded by 
dense bands of connective tissue in which small 
round cells and plasma cells form an outer wall. 
Bacteria can be demonstrated in the necrotic area 
as well as in the outer zones. A large percentage 
of the pleure from chronic cases are tuberculous. 

Osteomyelitis of the ribs is not an infrequent 
complication. Attempts at bone regeneration 
with bizarre extensions of processes and bridge 
formation between the ribs are often found. These 
osteophytes are due to chronic inflammation. 


SYMPTOMS AND DIAGNOSIS 
The diagnosis of empyema is made on the 
observations of the patient and his clinical chart, 
the physical signs, the roentgen-ray findings, 
and exploratory puncture. Frequently it can be 
made only by exploratory puncture. Gray (78) 
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states that in many cases diagnosed clinically as 
lobar pneumonia autopsy showed no evidence 
of pneumonic consolidation, but revealed instead 
large amounts of exudate or fluid with atelectasis 
of the lungs. The group of cases presenting the 
textbook symptoms offer no difficulty in the 
diagnosis. As a rule we find a decrease in re- 
spiratory movement on the affected side and 
bulging and increased fullness of the intercostal 
spaces. Vocal fremitus is absent. Percussion 
elicits flatness or marked dullness except at the 
apex above the fluid, where the note is almost 
tympanitic. On auscultation, the breath sounds 
are absent. 

Thomas (79) describes a syndrome which he 
regards as pathognomonic of the rupture of an 
encapsulated empyema into the pleural cavity. 
During convalescence the patient feels a sudden 
sharp pain in the chest following slight exertion. 
In a few hours he becomes critically ill; the 
temperature rises to 102 to 104 degrees F., the 
pulse becomes rapid, and respiration, which is 
shallow and extremely painful, varies in rate 
between fifty and sixty per minute. The pain 
localizes in the lower part of the chest or in the 
abdomen. Distention with marked tympany 
extending well up over the liver, and general 
tenderness may be more marked on one side than 
on the other. The chest findings are not striking, 
but indicate the presence of a small amount of 
fluid. There is marked leucocytosis. Prostration 
is extreme. Thomas believes this remarkable 
reaction is due to the toxemia resulting from the 
absorption of pus from the large serous surface 
rich in lymphatics. 

In the influenza epidemic Reilly (80) noted an 
unusual syndrome consisting of paroxysmal at- 
tacks of pain on the right side at the level of the 
insertion of the diaphragm. In many instances 
this pain lasted about half an hour and returned 
at intervals of two or three hours throughout the 
day. Bierring, Luginbuhl, and Burt (81) record 
a severe infection affecting eight members of one 
family and causing seven deaths. Three of these 
persons developed empyema. | 

Mention should be made of pulsating empyema, 
first described by MacDonnell. This is of two 
types, viz., the intrapleural pulsating empyema 
and the “pulsating empyema necessitatis” in 
which there is an external pulsation. The pulsa- 
tions are due to the heart impulse, but no satis- 
factory explanation of the mechanism of trans- 
mission of the beats has been offered. 

Wessler (82) subdivided encapsulated empyema 
into four types: the parietal, diaphragmatic, and 
interlobar, and an encapsulation between the 
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lung and mediastinum. Peskund (83) describes 
an interlobar empyema which apparently followed 
latent pneumonia. 

Empyema may perforate any of the thoracic 
viscera or extend to the external surface through 
a fistula opening at some distance from the 
pleural cavity. Foot (84) reports a case in which 
there was a communication with the psoas muscle. 
Meigs (85) had a case with a fistulous opening at 
the umbilicus. These more rare complications 
are included in the discussion of the diagnosis as 
they may be encountered as persistent sinuses 
and their true nature can be determined only 
by means of the X-ray with the injection of 
bismuth. 

The X-ray is a valuable aid in the early diagno- 
sis of empyema. Nims (86) observed that free 
collections of pus in the pleural cavity are usually 
preceded by small collections between the lobes. 
Manson (59) found the roentgen ray of value 
when the quantity of pus was 500 cubic centime- 
ters or more, in which case the rib shadows are 
obliterated and the costodiaphragmatic angle is 
obscured. Contrary to accepted teachings, the 
shadow cast by thick pus is lighter than that 
cast by serous fluids and at times it is difficult 
to state from the plates whether or not pus is 
present. Shadows due to sanguinous fluid are 
relatively dense. 

Miller and Lusk (87) found that the X-ray is 
of less value in the differentiation of pus from 
consolidation, but gives accurate data regarding 
lobe involvement. Diemer (88) emphasizes the 
value of the X-ray in the diagnosis of interlobar 
empyema, which is often very difficult to detect 
in the routine physical examination. Stewart 
(89) has pointed out that early effusions appear in 
the axillary space and stand out in the outer zone 
of the chest cavity as ribbon-like shadows with a 
sharp inner border. Davis (90) concludes from a 
study of 1,000 cases that it is impossible to dis- 
tinguish small amounts of fluid from consolida- 
tions of lung tissue. He points out also that as a 
rule the diaphragm is higher and more fixed on 
the involved side than on the non-pathologic side. 

Lambert (91) emphasizes the necessity for a 
careful X-ray study of the cavities of chronic 
empyema before treatment is undertaken. This 
is best accomplished by injecting a semi-solid or 
fluid substance which is opaque to the roentgen 
ray and is not injurious. Stevens (92) advocates 
the use of thorium nitrate, but in large cavities 
this may give rise to unpleasant reactions and 
hematuria. Beck (93) concludes from his ex- 
perience in a large series of cases of empyema 
that there is no danger in the use of his paste if 
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the proper technique is employed. He does not 
agree with the statement that bismuth separates 
out of the suspension during the X-ray examina- 
tion. The writer has seen Beck inject a large 
series of empyemata without causing any un- 
favorable after-effects. 

While the roentgen ray is of a great aid in the 
study of empyema, the value of a large-gauge 
exploratory needle should not be forgotten. 


COMPLICATIONS 


The chief complications of empyema are sepsis 
and perforation. Perforation into a bronchus is 
indicated by an attack of violent coughing during 
which almost pure pus is expelled. The perfora- 
tion or rupture of encapsulated empyema into the 
general pleural cavity has already been discussed 
with the symptoms. 

Sudden death may result from too rapid evacua- 
tion of the pleural contents and from injections of 
fluid in the chest cavity. In the latter case it is 
due to a pleuro-cardiac reflex (vagus). In very 
rare instances temporary blindness may follow 
injections of bismuth compounds. The writer 
observed this once in a series of more than 200 
cases, when the injection was made into a very 
large cavity. Apparently an embolus was formed. 
The patient recovered completely in about ten 
days. 


PROGNOSIS 


It may be well to analyze the term “ prognosis” 
before discussing the statistics. The prognosis is 
the prediction of the course of a disease. It is 
possible to make a prognosis only when we have 
exact knowledge of the disease itself, the con- 
dition of the diseased body, and the influence of 
treatment. It is obvious, then, that statistics on 
empyema are of only academic value. If it were 
possible to standardize the methods of treatment 
and to agree as to the exact nature of empyema, 
it would still be necessary to group the patients 
into numerous subdivisions on the basis of their 
resistance. 

This can be fully appreciated when we study 
the report of Graham (94) to the Surgeon General 
of the United States Army on empyema in the 
base hospitals, a report compiled from a question- 
naire sent to the principal base and general 
hospitals. The average mortality in twenty-five 
camps was 30.2 per cent. In those hospitals in 
which immediate drainage was advocated, it was 
31.8 per cent, while in those in which drainage 
was delayed (aspiration only being done), it was 
31.6 per cent. The mortality of simple thoracot- 
omy was 39.4 per cent and that of rib resection 


31.3 per cent. High as these figures are, however, 
they do not approach the remarkably high death 
rate in some of the camps. At Camp Funston the 
mortality was 84 per cent; at Camp Green, 57 
per cent; at Camp Wheeler, 65 per cent; and at 
Camp Doniphan, 57 per cent. Graham attributes 
the striking differences between the various camps 
to the fact that there was marked disagreement as 
to the condition diagnosed as empyema and as to 
the method of treatment. The exudates varied 
from a slight turbid, serofibrinous “dishwater” 
fluid with pus demonstrable only microscopically 
to frank pus recognizable on macroscopic ex- 
amination. In general, the camps which reported 
the lowest mortality regarded as cases of empy- 
ema only those in which the exudate was frank 
pus. Conversely, the highest mortality was that 
of camps in which all cases showing even micro- 
scopic pus in the pleural cavity were considered 
empyema cases. 

If we include these borderline cases of pneu- 
monia in the pandemic, the prognosis of empy- 
ema must be classed with that of bubonic plague 
and virulent smallpox. 

Leyva and Legendre (95) state that the prog- 
nosis of empyema should be based, not on the 
nature of the fluid or the organism found, but on 
the condition of the pneumonic processes. 

Miller and Lusk (87) have classified patients 
with streptococcal empyema into three groups: 

1. Those who die early from acute toxemia 
whatever treatment is given. 

2. Those with multiple pus foci. Death always 
results in such cases because it is impossible to 
detect and drain all of the foci. 

3. Those with moderate toxemia and localize: 
pus, who usually recover after early operation or 
aspiration followed by operation. ¥ 

Clendening (96) has tried early operation, 
aspiration, and the let-alone policy in the treat- 
ment of streptococcus empyema and has found 
that the results are about the same in the three 
groups. According to Hahn (97), the mortality 
from the various German clinics varies from 8 to 
25 per cent. Lavrow (98) gives a mortality of 
55 per cent for all cases, and 45 per cent for those 
of adults alone. Holt (99) reports a mortality 
of 73 per cent for children under 1 year, and oi 
58 per cent for those under 2 years. Wilensky 
(100) reports a series of 299 consecutive case- 
from the years 1904 to 1914 in which the mor- 
tality was 28 per cent. 

In cases studied by Gray (78) the mortality 
was 41 per cent when the empyema developed 
the first week, 26 per cent when it developed thc 
second week, and only 7 per cent when it de- 
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veloped later than the second week. In cases 
treated surgically the mortality was 21 per cent, 
while in those not operated upon (not including 
cases operated upon late) it was 74 per cent. 

The prognosis of infected hemothorax depends 
upon the nature of the wound, the causative 
factors, and the organisms in the clot. Ina study 
of 450 cases Hutchison (101) found that bullet 
wounds were less serious than other gunshot 
wounds. Infection occurred in about one-fourth 
of the shell wounds in which the missile was not 
retained and in about one-half of these in which 
the missile was retained. In another communica- 
tion Hutchison (102) states that in cases in which 
the wound was closed tight the mortality was less 
than in those with open chest wounds. Lockwood 
and Nixon (103) noted that if the diaphragm was 
injured and not repaired the patient died. This 
was true also in cases of extensive injuries of the 
bony skeleton if the comminuted ribs and spicules 
were not removed. 

Tuberculous empyema is usually a complica- 
tion of pulmonary tuberculosis, frequently de- 
veloping in its advanced stages. It is obvious 
then that the prognosis is grave. McKinnie (104) 
reports on twenty-eight cases of tuberculous 
empyema with mixed infections. Eight of these 
were treated by aspiration and twenty by open 
drainage. Of the patients operated upon, nine 
died, one recovered, and the rest are chronic 
invalids. Letulle (105) also concludes that the 
prognosis of tuberculous empyema is very un- 
favorable. 

According to Stevens (107), recurrences of em- 
pyema developed after operation in fourteen (25 
per cent) of fifty-six cases reported by the Empy- 
ema Commission (106) as having healed under 
simple drainage, and in eight (12 per cent) of 
sixty-seven cases which healed under Carrel- 
Dakin treatment. 

From these statistics we must conclude that 
empyema requires considerable future study and 
can no longer be looked upon as a closed chapter 
in surgery. 

PROPHYLAXIS 


The difficulties of prophylaxis in empyema are 
exceedingly great on account of the large number 
of factors which may cause this condition. 

In advocating the use of a mixed vaccine ol 
pneumococcus, hemolytic streptococcus, staphy- 
lococcus, and influenza bacillus for the prevention 
of influenza, Rosenow (108) stated that only 
twenty-eight of 481 persons on whom this vaccine 
was used developed influenza. Cecil and Austin 
(109), who have given a pneumococcus vaccine to 
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13,460 troops, report that the cases of pneumonia 
among vaccinated troops were less than half 
those among unvaccinated troops. Vaughan (49) 
states that vaccines have proved of no value 
whatever in influenza. The cases of influenza in 
the pandemic showed a leucopenia, while in- 
fection with Pfeiffer’s bacillus caused a leucocy- 
tosis. It is doubtful whether the etiological factor 
of influenza is known. Gay (110) was unable to 
demonstrate any value in vaccines in empyema 
produced experimentally in rabbits. 

According to McCoy (111), the uncontrolled 
use of vaccines has led to the general impression 
that they are of value in influenza, but in every 
case in which they have been tried under perfectly 
controlled conditions they have failed to in- 
fluence definitely either the morbidity or the 
mortality. 

McCoy, Murray, and Teeter (112) studied two 
groups of 390 persons. In the vaccinated group 
119 developed influenza, twenty-three developed 
pneumonia, and ten died. In the unvaccinated 
group there were 103 cases of influenza, seventeen 
cases of pneumonia, and seven deaths. 

A commission (113) appointed to study vaccine 
therapy found that it was of no specific value in 
influenza but also that it had no unfavorable re- 
sults. 


TREATMENT 


As a rule empyema is a complication of some 
other disease. It should be borne in mind, there- 
fore, that the associated morbid process (pneu- 
monia) requires appropriate treatment. It is ob- 
vious that the treatment of empyema should be 
secondary to the treatment of a massive active 
pneumonia. Failure to recognize this basic fact 
was responsible for the appalling mortality dur- 
ing the pandemic of influenza. Curative treat- 
ment for the empyema should be begun only with 
the subsidence of the active associated lesions. 
Hygienic measures, nursing, diet, and routine 
measures are indicated as in any other acute ill- 
ness. For convenience of description the methods 
of treatment are described in the following order: 

I. Non-operative: aspiration, dyes, chemicals. 

II. Operative: anesthesia, pneumothorax, 
shock. 

1. Acute empyema. 
2. Chronic non-tuberculous. 
3. Tuberculous. 

The term “‘non-operative” is used here to in- 
clude all methods of non-surgical intervention 
except aspiration. Major (114) reports twenty- 
seven cases treated by aspiration and the injection 
of gentian violet into the pleural cavity. There 
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were fourteen cures and eight failures. The 
bactericidal properties of gentian violet have been 
determined by Churchman (115). Emile-Weil and 
Loiseleur (116) employed a similar method except 
that they injected methylene blue and air into 
the pleural cavity. Ultimately seven of the twelve 
cases came to operation. After careful experi- 
mental study, Gay and Morrison (117) have come 
to the conclusion that there is little certainty of 
the ultimate usefulness of dyestuffs as disin- 
fectants in bacterial infections. Sherrill (118) ad- 
vocates the old method of injecting a 2 per cent 
solution of formalin in glycerin, and reports a de- 
crease in the mortality at Camp Sherman from 50 
per cent to 5 per cent. In a later communication 
on the end-results in these cases Dodge (119) re- 
ports that of the fifteen patients reported cured 
four were lost sight of and the remaining eleven 
were re-admitted to the hospital within a few 
weeks for subsequent operation. Manson (120) 
reports on forty-three cases treated by repeated 
aspiration and the injection of a 2 per cent forma- 
lin solution in glycerin, but was unable to cite a 
single cure obtained by this method alone. It isa 
matter of common knowledge that a marked 
cedema follows the injection of formalin into the 
tissues. Diederich (18) employs a method which 
may be classed as a borderline non-operative 
measure as defined in this section and very similar 
to the method recommended by Williams (17). 

The lack of concrete knowledge of the pathology 
of empyema has given an impetus to the develop- 
ment of special methods of treatment. There are 
some instances in which simple aspiration or 
aspiration with the injection of an antiseptic into 
the pus pocket will lead to a cure, but the number 
of cures obtained by this method is so small as 
compared with that of other recognized proce- 
dures, and the chances of producing a chronic 
condition with permanent secondary changes in 
other organs (amyloid degeneration) is so great, 
that such new ventures cannot be condemned too 
strongly. 

OPERATIVE PROCEDURES 


Anesthesia. As a rule local anesthesia (121) 
should be employed in all extrapleural operations. 
Bartlett (122) concludes that in the near future it 
will be necessary to establish rules for the use 
of general and local anesthesia. For major in- 
trapleural operations general anesthesia is in- 
dicated, but it must be remembered that the 
anesthetic may add to the existing pathologic 
chest condition. From a careful analysis of the 
statistics, Cutler (123) has found that one 
patient in every thirty to fifty operated on 


develops a pulmonary complication regardless oi 
the anesthetic used, and one patient in every 150 
to 175 dies from such a complication. The pres- 
ence of sepsis is a factor. Armstrong (124) has 
shown that in thirty-five of fifty-five cases in 
which a lung complication developed there was a 
septic focus in some part of the body. Herb (125) 
reports remarkable results with ether anesthesia 
properly induced. For major thoracic surgery, 
Lilienthal (138) prefers the intratracheal admin- 
istration of ether. Gwathmey (127) concurs with 
the statement that magnesium sulphate enhances 
the action of morphine. One-eighth of a grain of 
morphine in 1 or 2 cubic centimeters of a 25 per 
cent of magnesium sulphate will relieve pain from 
ten to thirty hours instead of from two to four 
hours as is the case when it is given in sterile 
water. It also relieves shock which is such an im- 
portant factor in thoracic surgery. Crile and 
Lower (128) ascribes shock to exhaustion of the 
central nervous system. Dale (129) has shown ex- 
perimentally that chloroform causes the greatest 
degree of shock, ether the next greatest, and ni- 
trous oxide the minimum degree. 

Pneumothorax. Lenhart (130) has shown by 
careful experiments that open pneumothorax 
impairs the gaseous exchange in the lungs, in- 
creases the carbon dioxide content and the hydro- 
gen-ion concentration of the blood, and reduces 
the respiratory quotient. Graham and Bell (131) 
have proved erroneous the common belief that 
when there is collapse of one lung in a unilateral 
open pneumothorax normal respiration is main- 
tained in the other lung. It has been shown also 
that bilateral open pneumothorax in the normal 
chest is no more dangerous to life than unilateral 
pneumothorax, provided the total open area on 
the two sides is not larger than the area of one 
opening. It is evident, then, that the pleural 
cavities must be considered as one sac. Only in 
old chronic cases, in which the mediastinal pleura 
is very much thickened, may the two sides be 
considered somewhat independent. Graham (132) 
has shown also that theoretically an opening 5 by 
10 centimeters in size is the largest for which com- 
pensation can be established in man. Mayer (133) 
concludes that the modification due to a small 
opening in the chest wall is compensated by 
deviation of the mediastinum. Sauerbruch (134), 
a strong advocate of closed thoracic surgery, has 
shown that open pneumothorax causes a fall of 2 
degrees in heat after the opening of the chest 
wall, increases the danger of infection, and results 
in marked disturbances in the circulation. Norris 
(135) states that dyspnoea is due to imperfect 
alveolar ventilation of the sound lung. According 
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to Stivelman and Rosenblatt (136), the accumula- 
tion of fluid in the pleural cavity is induced by 
therapeutic pneumothorax. 

It is evident from this research that open 
pneumothorax affects the opposite lung if firm 
adhesions are not present or if the mediastinal 
pleura is not thickened and accustomed to the 
changes in pressure. 

On the basis of treatment, Moschcowitz (69) 
divides acute empyema into three stages: the 
formative, the acute, and the chronic stage. In 
the formative stage the more important conditions 
demanding treatment are the toxemias, active 
pneumonia, and extensive pleural exudates. It is 
obvious that the treatment of the empyema itself 
should be only palliative. Palliation is best ob- 
tained by simple aspiration relieving the com- 
pression of the lung. 

Stone, Phillips, and Bliss (137) have shown 
that the mortality was 63.8 per cent in eighty- 
three cases without preliminary aspiration and 
22.2 per cent in cases with deferred operation 
preceded by aspiration. Stone (64) reports the 
results of 310 cases; in eighty-five cases operated 
upon early the mortality was 61.2 per cent, and 
in ninety-four treated by early aspiration and 
late operation it was 9.5 per cent. 

In the formative stage, aspiration alone is 
indicated. Further meddlesome surgery will only 
increase the mortality rate. 

In the acute stage the pus is walled off, and the 
treatment is that of any other abscess. 

There seems to be general agreement among 
surgeons that early aspiration followed by late 
operation is the method par excellence. Lilienthal 
(138), Aschner (139), McKenna (140), Ashurst 
(141), Ransohoff (142),and many others agree that 
this procedure gives the best results. The chief 
point of variance is whether the open or the closed 
method is indicated. Even if the closed method 
is employed, there is a leakage of air into the 
pleural cavity after a period of a week or more. 
Mozingo (143), Philips (144), Delbet and Girode 
(145) and many others claim to havehad the most 
excellent results with the closed method. The 
use of antiseptics in the thoracic cavity is another 
disputed point. 

While a great many good surgeons have re- 
ported very excellent results from the use of 
Dakin’s solution (146), acriflavine (147), pro- 
flavine (148), crystal violet, and gentian violet 
(115), there is another group (Moynihan, Leish- 
man, Burghard, and Wright, 149), who believe 
that the treatment of suppurative wounds by 
means of antiseptics is ‘illusory reasoning.” 

In 1915 Sir Almroth Wright (150) stated that 
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an antiseptic if ever sterilized a heavily infected 
wound it would be a matter to announce in all 
the evening and morning papers. While there is 
no doubt that it is possible to sterilize the surface 
of empyema cavities by the Carrel-Dakin method 
(151), the writer is convinced by his experience 
with this procedure in over 200 cases that it is 
impossible to sterilize the deeper underlying 
structures as microérganisms have been demon- 
strated in the thickened walls removed from em- 
pyema cavities so treated. 

Excellent results from thoracotomy and rib 
resection have been reported. On anatomical and 
physiological grounds (distribution of lymphatics) 
it appears that rib resection should be the method 
of choice. The mortality rate as reported by 
Graham to the Surgeon General is less following 
rib resection (31.3 per cent) than following 
thoracotomy (39.4 per cent). 

Healing is prevented in empyema by many 
factors such as foreign bodies (fragments of 
missiles, and especially lost drainage tubes), in- 
completely drained simple or multilocular pus 
pockets, and osteitis of the ribs. Gibbon (152) 
concludes that if the cavity is thoroughly sterilized 
it may be sutured and the lung will gradually 
obliterate it. Petit (153) reports six cases success- 
fully treated by this method after an old seques- 
trum of the ribs had been excised. Tuffier (154) 
reports forty-seven successful results from second- 
ary suture after sterilization of the cavity and 
decortication of the lung. Stoney (155) limits his 
treatment to sterilization of the cavity and second- 
ary suture. 

Delorme (156) classifies chronic empyema cases 
into three groups: (1) those in which there is no 
fever and the general condition is good; (2) those 
poorly drained and febrile; and (3) those with 
bronchial fistula. In the latter two groups a 
pleurotomy is performed to bring the temperature 
to normal, and in a subsequent operation the 
thickened pleura is removed to allow expansion 
of the lung. Lilienthal (157) suggests decortica- 
tion with non-collapsing thoracoplasty which he 
accomplishes by separating the ribs with a special 
retractor. He advises immobilization of the lungs 
if necessary. 

Other operations for the treatment of chronic 
empyema are based on the principle that if the 
lung cannot be liberated and caused to expand, it 
is necessary to bring the chest wall to it. The two 
most important operations of this class are the 
Estlander (158) and Schede (159) operations. 
The so-called Estlander operation was first per- 
formed by Warren Stone, an American surgeon 
(New Orleans, La.) in 1873, six years before 
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Estlander popularized it (Estlander’s publication, 
1879). 

Beck claims to have succeeded in curing a 
number of empyema cases with his paste. For the 
more resisting cases he has devised a skin-sliding 
method in which an attempt is made to line the 
cavity with skin flaps (160). 

Tuberculous empyema has been discussed in part 
in this review under “Prognosis.” Fowler (161) 
recognized the fact that surgery is unsatisfactory 
in tuberculosis as it invariably results in a perma- 
nent fistula with secondary infection of the chest 
cavity. As tuberculous empyema is a complica- 
tion of pulmonary tuberculosis, frequently of the 
advanced stages of the latter condition, it goes 
without saying that the results of surgical treat- 
ment are never promising. Beck’s paste may be 
valuable. As a rule antiseptics are practically 
useless. 


CONCLUSIONS 


1. In the early stages of exudative pleuritis the 
associated pneumonic processes are the most im- 
portant and should receive appropriate treatment. 
If the indications warrant, aspiration may be done 
during the first week. Hygienic measures, good 
nursing, and proper diet are of the greatest im- 
portance. 

2. When the exudate has become frank pus, 
the pneumonic processes have subsided, and 
there has been general improvement in the 
patient’s condition, rib resection is indicated. 

3. Before the operation the patient should be 
given a fluoroscopic examination and X-ray 
plates should be made to determine the most 
favorable site for the incision. 

4. Proper drainage is the most important 
factor in the treatment. Antiseptics may be em- 
ployed, but they never supplant good common 
sense and good surgical principles. 

5. Negative pressure greater than —1o milli- 
meters is probably just as harmful as positive 
pressure. 

6. A thorough study of the case and stereo- 
scopic plates should be made before any operative 
procedure is undertaken. The removal of a foreign 
body, such as a lost drainage tube, or the im- 
provement of drainage may be all that is neces- 
sary for cure. 

7. Decortication without mutilation of the 
chest wall is indicated in old chronic empyemata 
which have resisted all simpler means of treat- 
ment. The Ransohoff discission of the pleura is 
often followed by good results. 

8. Open operations on tuberculous empyema 
are not followed by good results. On account of 


the associated pulmonary lesions, nice judgment 
may indicate non-interference. 
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ABSTRACTS OF CURRENT LITERATURE 
GENERAL SURGERY—SURGICAL TECHNIQUE 


ANZSTHESIA 


Druener, L.: Conduction Anesthesia in the Leg 
(Ueber Leitungsanaesthesie am Bein). Zentralbl f. 
Chir., 1922, xlix, 1276. 

Druener exposes the sciatic nerve with 10 c.cm. 
of a 0.25 per cent solution of novocaine and anes- 
thesizes it with 10 c.cm. of a 1 per cent solution of 
novocaine. At a second operation the femoral nerve 
is exposed with the same amounts of the same 
solutions. The obturator nerve is charged with 10 
c.cm. of a 1 per cent solution through the wound. 
The lateral cutaneous femoral nerve is infiltrated 
through the skin with 1o to 20 c.cm. of a 0.25 
per cent novocaine solution. Anesthetization of 
' the ilio-inguinal and iliohypogastric nerves may also 
be necessary. 

Druener has induced anesthesia in thirty-three 
cases in this manner, but he does not consider his tech- 
nique any better than the Schleich and Crile meth- 
ods. The Wiedhopf procedure is dangerous because 
of the excessively large dosage used. 

KuLenKAmpPr (Z). 


Koenig, F.: Experiences in 600 Cases of Local and 
Conduction Anesthesia (Erfahrungen an 600 
Faellen von Lokal-und Leitungsanaesthesie). Deut- 
sche Ztschr. f. Chir., 1922, clxxii, 287. 


For injection anesthesia, as the author designates 
local analgesia and lumbar anesthesia, novocaine-B 
tablets are used at the Wuerzburg clinic. Tropo- 
caine is employed only for lumbar anesthesia. The 
question as to the best dosage of novocaine is still 
undecided. 

In the 600 cases reviewed there were only twenty- 
six failures (4.3 per cent). These included lumbar, 
paravertebral,and parasacral anesthesia,and splanch- 
nic anesthesia induced by the technique of Kappis 
or Mulley. When induced on the proper indications 
and with a correct technique, injection anesthesia 
will take the place of general anesthesia. 

In discussing its dangers Koenig states that con- 
siderable cardiac and circulatory disturbance was 
present in twenty-seven cases (4.5 per cent). In 
cases of lumbar and paravertebral anesthesia there 
were two deaths, but in the author’s opinion these 
could not be attributed to the procedure. Slighter 
cardiac symptoms appeared in 139 cases. Marked 
respiratory disturbances occurred once when the 
Mulley technique was used and once in paraverte- 
bral anesthesia with temporary arrest of respiration. 
In fifteen cases, seven of which were those of chil- 
dren, there was marked excitation. Vomiting oc- 


curred in twenty-two cases (five times in abdominal 
operations). Vertigo, headache, and sweating were 
sequelz in twenty-one cases. In one case of struma 
in which paravertebral anesthesia was induced 
there was collapse with Cheyne-Stokes breathing 
but the patient recovered. In certain cases of 
arteriosclerosis and operations for hernia secondary 
hemorrhage occurred. Plexus anesthesia was oc- 
casionally followed by long-continued paralysis. 
Conduction anesthesia causes less shock than 
general anesthesia. Only thirteen patients left the 
operating table in very poor condition, and of fifty 
who had been subjected to an extensive gastric 
operation only three were in poor condition. Aspira- 
tion is avoided. The resulting local anemia sim- 
plifies operations on the skull and lower jaw, and 
goiter operations. The injection and circumjection 
are harmless, being comparable to the first stage of 
ether and ethyl-chloride anesthesia. Anesthesia 
of the trigeminal nerve and the nerves of the ex- 
tremities is quite harmless, but in paravertebral, 
plexus, and splanchnic anesthesia there is danger 
of intoxication and secondary injuries. Lumbar 
anesthesia is applicable only in diseases threatening 
life. KULENKAMPF (Z). 


Jonnesco, T.: A New Technique for General Spinal 
Anesthesia (Nouvelle technique de la rachianes- 
thésie générale). Presse méd., Par., 1922, Xxx, 920. 


Since 1908, a total of 5,016 operations (1,136 high 
and 3,880 low) have been performed in Jonnesco’s 
clinic under spinal anesthesia without any deaths 
and without any severe immediate or late complica- 
tions. To these Jonnesco adds similar operations 
by others, which brings the total to 11,324 opera- 
tions (1,035 high and 10,289 low) with only two 
fatalities. 

Jonnesco is convinced that, as the result of the 
new technique he describes in this article, general 
spinal anesthesia will soon become the method of 
choice. It is applicable to all cases and operations. 
It is simple and easy, and demands no previous 
preparation of the patient. The equipment required 
consists of only a fine 6-cm. needle, a hypodermic 
injection syringe, and an ampulla containing the 
anesthetic solution. The spinal puncture, high or 
low, is made very easily. The method is rapid since 
the puncture can be made and anasthesia follows in 
about five minutes. Apart from its technical advau- 
tages, spinal general anesthesia has also the a‘ 
vantage of precision as it is regional and segment! 
and its effects can be limited to the nerve roo'- 
selected with almost mathematical exactness. 
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‘The first change made by Jonnesco in his original 
method was the addition of strychnine to stovaine. 
Since 1921 he has added caffeine also, but since May, 
1922, has omitted the strychnine and doubled the 
cafieine. The employment of the new mixture has 
necessarily modified the technique slightly, and in 
certain types of operation the puncture point has 
been changed. W. A. BRENNAN. 


Scholl, A. J., Jr.: Further Experiences in Sacral 
Anesthesia in Urology. California State J. M., 
1922, XX, 423. 

There are two common methods of anesthetizing 
the sacral nerves, viz., the injection of novocaine 
solution into the main central canal through the 
caudal foramen, and the individual injection of 
each nerve as it leaves the lateral sacral foramen. 

The caudal injection is satisfactory for most 
operations on the perineum or external genitalia, 
and for practically all endovesical procedures. A 
single caudal injection, however, requires twenty 
minutes to induce complete anesthesia. A further 
disadvantage of the method is that in from 10 to 15 
per cent of the cases the resulting anesthesia is not 
complete. 

When the lateral nerves are injected individually 
there is almost immediate anesthesia of the area 
involved and failures are unusual, but it is much 
more difficult to inject the nerves as they leave the 
canal than to make the single caudal injection, and 
the contact of the needle against the periosteum or 
the occasional striking of the nerve causes pain. 

In discussing his technique Scholl states that the 
novocaine solution is prepared fresh for each case. 
As a rule, 30 c.cm. of a 2 per cent solution of novo- 
caine bicarbonate solution are used. In the cases 
of children and adults with reduced vitality the dose 
is decreased. The most satisfactory results have 
been obtained with Metz novocaine; this is kept in 


‘powders with enough sodium bicarbonate to make 


30 c.cm. of a 2 per cent solution: sodium bicar- 
bonate, 0.15 gm., sodium chloride o.1 gm., and 
novocaine 0.6 gm. 


SURGERY OF THE 


HEAD 


Zebrowski, A.: Malignant Tumor of the Temporal 
Bone. Ann. Otel., Rhinol. & Laryngol., 1922, xxxi, 
739- 

Malignant tumors of the temporal bone are ex- 
ceedingly rare. The author has had three such 
cases. In the third case a radical mastoid operation 
was performed for chronic otitis media and mastoid- 
itis with rapid growth of the tumor and subsequent 
death. The history of this case is reported in detail. 

At autopsy a diagnosis of cancroid originating in 
the epidermis of the middle ear was made. Metasta- 
sis was limited to the glands in the immediate 
vicinity of the temporal bone. 


Caudal injections give very satisfactory anws- 
thesia for urological examinations and treatment. 
The wall of the bladder is completely relaxed and 
the bladder distended. Such relaxation with ab- 
sence of pain and straining permits the operator to 
carry out a thorough unhurried examination of the 
bladder and ureters. 

In certain conditions, such as severe cystitis and 
pyelonephritis, caudal injections have been given 
in order to facilitate lavage of the renal pelvis. In 
one case ten such injections were given in seven 
weeks. 

The reaction following cystoscopy in severe cases 
of cystitis is frequently due to voluntary muscle 
spasm around the cystoscope, especially in the 
region of the neck of the bladder; this does not 
occur after sacral anesthesia. In a number of 
cases of pyelonephritis and severe cystitis in which 
periodic renal lavage was given the treatment was 
at first carried out under caudal anesthesia but 
later merely with urethral cocainization. The con- 
valescence in these cases was invariably much 
smoother and easier when caudal anesthesia was 
used. In several instances, patients refused to 
submit to cystoscopy without caudal anesthesia. 

Louis Gross, M.D. 


Wideroe, S., and Dahlstroem, S.: The Dangers of 
Lumbar Anesthesia (Les dangers de |’anesthésie 
lombaire). Acta chir. scand., 1922, lv, 27. 


A review of the literature on intraspinal lumbar 
anzsthesia reveals the fact that of all the dangers 
associated with the method, respiratory paralysis 
is the most common and most frequently fatal. 
Such a paralysis may occur immediately after the 
injection or hours or days later. 

Air or various dyes injected into the spinal canal 
in the lumbar area reach the cerebral ventricular 
system within a few minutes. The authors believe 
that the drug injected for anesthesia reaches the 
fourth ventricle and produces a depressant effect 
upon the respiratory center. 

Loyat E. Davis, M.D. 


HEAD AND NECK 


In none of the cases reported by the author was a 
radical mastoid operation successful, and only two 
cases reported in the literature were cured by this 
procedure. 

Early total resection of the temporal bone, in- 
cluding the pyramid, has been performed in three 
cases, a successful result being obtained in one. The 
most difficult step in this procedure is the freeing 
of the dura. 

The author recommends a radical mastoid oper- 
ation with ligation of the carotid artery and the 
jugular veins and removal of the glands to be 
followed several days later by a second operation 
for the removal of the entire temporal bone. 

Marcus H. Hosart, M.D. 
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Sachs, B.: Shall We Decompress for Choked Disk? 
Arch. Neurol. & Psychiat., 1922, viii, 515. 

Of late years Sachs has lost faith in the efficacy of 
decompression for choked disk. 

One hundred and forty brain tumors were studied. 
Of these, forty-five were completely unlocalized and 
ninety-five localized during the period of examina- 
tion. The table shows the relationship of choked 
disk to the site of the tumor. 


CHOKED DISK IN VARIOUS INTRACRANIAL TUMORS 


Number of Choked No choked 
Site cases disk disk 

13 9 4 
T area 10 9 I 
Cere gy angle .. 8 4 4 
Posterior fossa......... 1 3 I 
Parieto-occipital area........ 4 2 
Right hemisphere........... 7 5 2 
Left hemisphere........... 3 5 4 I 
2 2 
Fourth ventricle............ 2 2 ? 
Lateral ventricle............ I I 


In a series of thirty-eight cases decompression was 
performed for the relief of choked disk. In seven 
cases the site of the tumor remained wholly un- 
known. Twenty-nine cases showed no recession of 
the condition during prolonged observation. In 
four cases there was distinct improvement. Five 
cases showed slight recession. In five of the twenty- 
nine cases showing no recession optic atrophy re- 
sulted. In the others, optic atrophy may have 
developed at a later period. There may be some 
satisfaction if any vision is retained, but this does 
not prove that decompression promotes recession of 
choked disk. 

When the presence of a tumor of the cerebellum 
or the cerebellopontile angle was suspected the 
suboccipital region was chosen for the decompres- 
sion. 

Choked disk does not necessarily indicate the 
presence of a neoplasm of the brain, and some- 
times it recedes spontaneously. 

CarL R. STEINKE, M.D. 


Gordon, A.: Unusual Paucity of Symptoms in Some 
Cases of Pontocerebellar Tumors. Arch. nt. 
Med., 1922, xxx, 606. 


Special localizing symptoms of neoplasms devel- 
oping in the pontocerebellar angle are described in 
detail and seven cases are reported in which the 
symptoms were vague until late in the course of 
the pathologic condition. The article contains also 
illustrations of the seven brains. 

In five of the seven cases the increased intra- 
cranial pressure failed to produce changes in the 
ocular fundi. In the two positive cases the changes 
appeared only a short time before death. A 
positive sign common to all was an error in the 
pointing reaction. In four cases the head was in- 


clined toward the side of the tumor, and when an 
attempt was made to move it to the opposite side 
the patient complained of headache and dizziness 
Nerve involvement was noted in only two cases. 
Six of the patients had a negative Barany test. 
Cart R. 


Dickie, J. K. M.: A Contribution to the Study of 
Brain Abscess. Ann. Otol., Rhinol. & Laryngol., 
1922, XXxi, 683. 


The author reviews sixty-seven cases of otogenic 
brain abscess collected from the literature and re- 
ports a case of cerebellar encephalitis and a case of 
temporosphenoidal abscess. 

From 1914 to 1918 in the Edinburgh Infirmary 
the frequency of brain abscess associated with otitis 
media was 0.38 per cent. Intracranial complications 
occur more than twice as often in chronic otitis 
media as in the acute condition. 

The infection is introduced by direct extension 
through the tegmen tympani, which is the most 
common route in cases of temporosphenoidal ab- 
scess, or by small septic emboli in the blood. 

In about half the cases of temporosphenoidal 
abscess there were no complications, but in those 
of cerebellar abscess complications were absent in 
only three of seventeen. 

The number of the cases in which the condition 
followed an injury to the head or a mastoid opera- 
tion suggests that trauma may be an etiological 
factor. In certain cases, however, abscesses have 
disappeared after a mastoid operation. 

There is no one symptom of brain abscess that is 
constant or pathognomonic, and seldom are more 
than a few of the symptoms present in any one case. 
Three phases are generally noted: (1) an initial 
stage of encephalitis, (2) a middle stage of cerebral 
pressure, and (3) a terminal stage of coma. Some 
of the more important or common symptoms are 
chill; headache (present in fifty of sixty-seven cases) ; 
mental disturbances of various kinds; drowsiness 
(only in the second and final stages); vomiting 
(chiefly in the first two stages); nausea (generally 
absent in cerebral abscess but sometimes present 
in cerebellar abscess); obstinate constipation, partic- 
ularly when the pressure becomes great; optic 
neuritis (occasionally present in cases with pressure 
lasting a fortnight or more); pupillary changes; a 
subnormal pulse; respiratory changes; leucocytosis; 
increased cerebrospinal fluid pressure; and local- 
ized pain noted in tapping over the region of the 
abscess. 

Temporosphenoidal abscess may also show loca! 
izing symptoms such as paralysis of the opposite 
side, convulsions, and aphasia. 

Cerebellar abscess has many more localizing 
signs than temporosphenoidal abscess. Among 


these are nystagmus, vertigo, lack of muscular tone, 
intention tremor, repeated yawning, and rigidity 
of the masseters. 

The case of cerebellar encephalitis reported was 
that of a boy of 17 years who had had a draining 
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ear all his life. Mastoiditis developed some time 
after a blow on the ear followed by exposure to 
a cold wind five days later. Operations on the 
mastoid and cerebellar region resulted in complete 
recovery. 

In the case of temporosphenoidal abscess the 
condition was due to chronic otitis media. Opera- 
tion was followed by death. Autopsy revealed a 
large abscess. 

In conclusion the author states that brain ab- 
scesses can be detected by repeated careful neuro- 
logical examinations and that every patient should 
be given such an examination before he is subjected 
to a radical mastoid operation. 

Marcus H. Hosarrt, M.D. 


New, G. B.: The Delayed Pedicle Flap in Plastic 
Surgery of the Face and Neck. Minnesota Med., 
1922, ¥, 721. 


The pedicled flap found most satisfactory by New 
is the so-called ‘‘delayed flap” which he first saw 
used by Blair. Davis claims that Croft first ad- 
vocated the application of this flap. It was employed 
also by Tagliacozzi. 

The delayed flap is outlined and elevated from 
the surrounding tissue as if it were to be transferred, 
but is then returned to the wound and resutured 
in its original bed. The sutures are separated 
sufficiently to allow oozing between them. Firm 
pressure is applied by means of gauze and adhesive 
plaster for at least a week to hold the flap in place 
and to prevent the collection of blood or serum under 
it. 

If the length of the flap makes the blood supply 
to the distal end questionable, the flap may be left 
attached at both ends and the distal pedicle cut off 
in a week or ten days. The cutting of the pedicle 
should be done a little at a time rather than all at 
once. In ten days or two weeks from the time the 
flap is first elevated it may be transferred to the 
defect. This is readily accomplished without anes- 
thesia, the area around the defect alone requiring 
cocainization. Although the method necessitates an 
additional step in the operation, it insures the blood 
supply and usually prevents the loss of any of the 
distal end of the flap. 

The use of the delayed flap is recommended by 
the author also for the closure of non-operative 
openings in the palate and for the closure of wide 
cleft palate. 

Where the delayed flap is transferred the skin is 
thin and flattened like normal skin. Therefore the 
dissection of a core of the tissue as in the tubed flap 
of Gillies is unnecessary. If a double epithelized 
flap is required to fill a defect in the nose or cheek, 
a Thiersch graft, with its raw surface up, may be 
placed in the wound where the flap has been elevated. 
In suturing the flap the needle is passed first through 
the flap, then through the Thiersch graft, and then 
through the margin of the skin. 

The results of this method of treatment are shown 
by several illustrations. 


NECK 


Dubs, J.: Clinical Experiences in 840 Operations 
for Goiter, with Special Consideration of Re- 
current Goiters and Operations for Recurrence 
(Klinische Erfahrungen bei 840 Kropfoperationen, 
mit besonderer Beruecksichtigung der Kropf-Rezi- 
dive und Rezidiv-Operationen). Schweiz. med. 
Wehnschr., 1922, lii, 901, 931. 


The author set himself the laborious task of going 
through the goiter material of the Kantonspital 
Winterthur for the years 1914 to 1921. During this 
time, 844 patients were operated on. In the first 
half of the period the unilateral operation was prac- 
ticed almost exclusively, but in the succeeding years 
the bilateral procedure was done with increasing 
frequency (511 unilateral and 258 bilateral opera- 
tions.) 

For anesthesia, the second Kulenkampff modifi- 
cation was used with the best results. In 260 stru- 
mectomies the wound was completely closed without 
drainage and in these cases there was less disturb- 
ance of wound healing than in the drained cases. 
If a sufficient capsular covering of the stump of the 
parenchyma cannot be achieved, the previously 
described muscle covering is used. This prevents 
not only the formation of a hematoma but also the 
formation of serum. 

The author saw hemiaplasia of the thyroid gland 
in only seven cases. In one case cachexia thyreopriva 
followed an operation performed by another surgeon. 
One case of postoperative tetany was cured by 
transplantation. 

With regard to injuries of the recurrent nerve 
Dubs states that every patient with goiter should 
be examined with the laryngoscope before operation 
and on discharge. In the cases reviewed the recur- 
rent laryngeal nerve was not exposed in the dis- 
section. Permanent lesions of this nerve resulted 
in 1.9 per cent. Squeezing injury of the nerve 
resulted in permanent paralysis in four cases in 
spite of the fact that the nerve was not cut and 
was grasped only momentarily. 

The material of 1914 to 1919 was studied with 
regard to the recurrence of goiter. Only cases in 
which the patient was re-examined (255) were in- 
cluded in the investigation. Every “regrowth of 
the goiter” which was visible and palpable was 
counted as a recurrence. Only 44.7 per cent of the 
patients were found free from recurrence. 

Hemistrumectomy has been rejected in the auth- 
or’s vicinity because a recurrence develops in 67 
per cent of the cases so treated. Even when the 
goiter is distinctly unilateral the unilateral opera- 
tion is insufficient. Dubs believes that while the 
ligation of the four arteries does not prevent re- 
currence with absolute certainty, it limits it to a 
great extent. He is unable to draw definite con- 
clusions on this point from the cases he reviews, 
however, as only four of the patients who were sub- 
jected to ligation of all four arteries returned for 
examination. 


= 
le 
of 
ic 
of 
is 
is 
is 
n 
st 
)- 
il 
n 
n 
il 
e 
is 
il 
e 
Ss 
t 
Cc 
a 
a 
| 

Ss 


166 INTERNATIONAL ABSTRACT OF SURGERY 


Operations for recurrences were done in 6 per 
cent of the cases. More than half of the patients 
who were operated on once for recurrence developed 
another recurrence. Because of his conviction that 
there are goiters which cannot be entirely cured 
by surgery, Dubs recommends prophylactic treat- 
ment with iodine following operation. 

HELtwie (Z). 


Klose, H., and Hellwig, A.: Recurrence of Goiter 
(Ueber Kropfrezidive). Klin. Wcehnschr., 1922, i, 
1885. 


The authors review from the standpoint of re- 
currence 211 cases of goiter operated upon by the 
classical methods and followed for five to eighteen 
years. A recurrence developed in 40 per cent and 
an operation for recurrence was performed in 23.3 
per cent. Most of the recurrences developed be- 
tween the twenty-first and twenty-fifth years of 
age. 

Recurrence is dependent less upon the type of 
operation than upon the character of the goiter. The 
small nodular tumors and the diffuse colloid strume 
show a particularly strong tendency to recur. Ac- 
cording to the authors, the cause is too extensive 
resection in these forms of goiter. Therefore in the 
selection of the operative procedure the function of 
the thyroid must be taken into consideration. Re- 
section should be as radical as possible in cases of 
hypersecretion and less extensive in cases of hypo- 
secretion. Koentc (Z). 


Okada, W.: The Treatment and Prognosis of Car- 
cinoma of the Larynx. Ann. Otol., Rhinol. & 
Laryngol., 1922, xxxi, 601. 


An experience with over 400 cases extending over 
a period of twenty years, and a study of 141 cases 
operated upon constitute the basis of this very 
interesting article. 

In practically every early case of laryngeal cancer 
in which the disease was limited to a nodal lesion of 
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CHEST WALL AND BREAST 


Hald, J. K.: Bleeding Breasts; with a Few Cancer 
Statistics from the Drammen Hospital (Ueber 
blutende Mammae mit einer kleinen Krebsstatistik 
aus dem Krankenhaus Drammen). Norsk Mag. f. 
Legevidensk., 1922, \xxxiii, 592. 


Two cases of bleeding breasts are reported. The 
first was that of a widow, 45 years old, the mother of 
four children, whose left nipple had secreted a some- 
what bloody to bloody-serous fluid during the last 
half year. No tumor was demonstrable on palpa- 
tion. The amputated breast showed a dilated milk 
duct and a bean-shaped, pedunculated, papillo- 
matous tumor beneath the nipple. Several smaller 
and similar intracanalicular tumors were seen in the 
vicinity. The microscopic examination showed a 


the vocal cord and there was no involvement of the 
ventricular membrane or fixation of the cord, the 
author obtained a permanent cure by endolaryngeal 
operation, with or without the use of suspension 
laryngoscopy. These cases, however, numbered only 
thirteen. Absence of involvement of the ventricle 
is demonstrated by the use of the author’s ventric- 
ular laryngoscope. After the tumor has been re- 
moved surgically the spot should be thoroughly 
cauterized with the galvanocautery or treated by 
an application of radium. _ 

In twelve cases with involvement of the ventric- 
ular membrane or muscles, thyrotomy with a 
preliminary tracheotomy was performed according 
to the suggestion of Chian and Semon but with 
only fair results. 

Hemilaryngectomy and partial extirpation of the 
larynx, although indicated by the appearance and 
location of the tumor, proved impractical. Most 
laryngeal carcinomata are too extensive for such 
simple procedures. Nothing less than a total extir- 
pation of the larynx under strict asepsis has proved 
of any avail. The author removes the larynx from 
below upward, amputating below the ring cartilage 
by a cut slanting upward from front to back. He 
then sews the lower tracheal end into the skin and 
completes the removal of the larynx, repairing torn 
tissues immediately. He removes also all regional 
lymph glands and ducts. 

Of 106 cases operated upon in the manner de- 
scribed, many of which were not good surgical 
risks, thirty-six showed no recurrence after three 
years and fifty-five were cured. Of ten recurrences, 
three were cured by reoperation; the rest were 
glandular recurrences, some of which could have 
been relatively cured by reoperation. In six cases 
death resulted from other causes within four weeks 
after the operation. 

Chloroform is the anesthetic of choice, but six 
cases were operated upon successfully under local 
anesthesia. Maorice H. Corrie, M.D. 


THE CHEST 


structure somewhat similar to that of adenocarcin- 
oma, but without any infiltrating growth. 

The second case was that of a woman 38 years old 
who had given birth to two children. The left nip- 
ple had dripped blood for six weeks and a tumor the 
size of a nut had grown to the size of a mandarin. 
Microscopic examination revealed carcinoma. 

From 1894 to 1921, 111 cases of cancer and 
thirty-three cases of benign tumors of the breast 
were treated in the Drammen hospital. Among 
the cases of carcinoma there was only one with 
bleeding from the breast. In eight cases it was 
probable that a benign tumor had undergone malig- 
nant degeneration. From 1894 to 1911 there were 
thirty cases of ulcerating carcinoma in which the 
average period of observation of the tumor was 
fourteen months, while from 1912 to 1922 there were 
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thirteen cases with a period of observation of nine 
months. 

A bleeding breast is a rare condition. The bleed- 
ing may be vicarious menstruation or due to inflam- 
mation of the breast or a neoplasm. Benign tumors 
causing hemorrhage are cystadenomata and intra- 
canalicular papillomata. Hemorrhage is frequently 
the only sign of the latter. Bleeding occurs in only 
1 to o per cent of the cases of malignant breast 
tumors, but as malignant tumors are far more com- 
mon than benign tumors, hemorrhage should sug- 
gest the presence of carcinoma. 

If the cause of the bleeding is a neoplasm, the 
treatment should always be operative as a benign 
tumor may undergo malignant degeneration. 

Koritzinsky (Z). 


Lee, B. J.: The Treatment of Recurrent Inoperable 
Carcinoma of the Breast by Radium and the 
Roentgen Ray. J. Am. M. Ass., 1922, Ixxix, 1574. 


This article reports the results of a study of re- 
current mammary cancer treated in a breast clinic 
during the years 1918, 1919, and 1920. Practically 
all of the 218 patients have been traced to the 
present date. The object of the study was to deter- 
mine whether or not radiation treatment of re- 
current carcinoma of the breast is justified by the 
results. 

Only six of the 218 cases could be considered 
fairly as operable. Ninety-four were so far advanced 
at the time of admission that they were obviously 
hopeless from the outset. Of the 124 patients in 
whom favorable results from irradiation might be 
expected, thirty-one (25 per cent) were alive at the 
time this report was written, and of these, the con- 
dition of twenty-two is good while that of nine is 
poor. 

In the cases treated by irradiation following the 
appearance of recurrence, the average length of life 
after recurrence has been two years and four months. 
This compares very favorably with a series of cases 
observed at the New York Hospital. The length of 
life after recurrence following a radical amputation 
without subsequent irradiation was six and one-half 
months. While the author is cognizant of the vary- 
ing course of different types of breast cancer, he 
believes that the results cited indicate that irradi- 
ation is of definite value. 

In general, the more cellular the tumor, the better 
its response to treatment by irradiation, and the 
younger the woman and the more rapid the recur- 
rence, the poorer the result of irradiation. 

Small localized lesions in the intraclavicular region 
or adherent to or involving the chest wall, small 
localized skin metastases, and small accessible nodes 
are most amenable to treatment by radium. The 
recurrences which are best treated by the roentgen 
ray include diffuse cutaneous involvement, the so- 
called inflammatory carcinoma, extensive involve- 
ment of nodes in the axillary or supraclavicular 
regions, mediastinal and pleural metastases, and 
bony metastases. 


A study of the cases in this series leads the author 
to the following conclusions: 

1. A careful selection of patients for operation 
must be made as a precaution against the recurrence 
of breast carcinoma. 

2. Pre-operative and postoperative cycles of 
roentgen-ray treatment are important prophylactic 
measures against recurrence. 

3. A follow-up of every case of carcinoma of the 
breast operated on should be adopted as a rou- 
tine. 

4. Irradiation properly applied to recurrent 
breast carcinoma definitely prolongs life. 

5. With more complete knowledge and better 
technique, further control of the recurrent phase of 
this disease may be expected. 

Hartune, M.D. 


Sittenfield, M. J.: Does Radiation Enhance Post- 
operative Recurrence of Carcinoma of the 
Breast? J. Radiol., 1922, iii, 476. 


Surgical statistics indicate that surgery alone is 
far from satisfactory in the treatment of carcinoma 
of the breast. Over 70 per cent of the patients thus 
treated do not survive the five-year period and most 
of those who do had early localized tumors without 
glandular involvement at the time of operation. Of 
those with axillary or other lymph-node involve- 
ment less than 30 per cent survive the five-year 
period. It is the latter type of case particularly 
which should be given the benefit of whatever ad- 
_— treatment may improve the ultimate re- 
sults. 

Marked discrepancy in the results reported by 
various authorities relative to radiotherapy plus 
surgery in the treatment of breast cancer induced 
the author to make a critical study of seventy-three 
cases thus treated under his care. His clinical ob- 
servation since the introduction of the modern tech- 
nique of intensive radiation within the past twenty 
months has impressed it upon him that pre-operative 
or postoperative radiation with proper technique 
will greatly improve the end-results. Of the seventy- 
three cases, fifteen were given pre-operative radio- 
therapy and twenty-three postoperative radio- 
therapy. Of these, thirty-six were arrested clinically 
and the other two were favorably influenced. Twelve 
cases of recurrence following operation showed 
clinical arrest of the condition in nine, and no fav- 
orable influence in one; two of the patients died. In 
fifteen cases there were distant metastases follow- 
ing the operation; three of these patients showed 
clinical arrest of the condition, three were not bene- 
fited, and nine died. Of eight patients who were 
inoperable when first seen, four showed a clinical 
arrest of the condition, two were rendered operable, 
and two died. 

From this brief clinical report it is obvious that, 
though it has not given a clinical cure in every case, 
pre-operative and postoperative radiation has ex- 
erted a most beneficial influence. The argument 
advanced by the adversaries of postoperative radi- 
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ation, namely, that it may bring to greater activity 
any cancer cells left behind at the time of operation, 
is not tenable if a proper radiation dosage is used. 
It is of paramount importance to give a dose which 
will completely destroy cancer foci in the areas 
inaccessible to the knife. In the author’s opinion 
the best interests of persons with carcinoma of the 
breast have not been served unless they have re- 
ceived the combined aid of the surgeon and radio- 
therapist. ApotpH Hartune, M.D. 


TRACHEA AND LUNGS 


Serra, G.: Tracheocele Complicated by an Effusion 
of Blood (Tracheocele complicato da versamento 
ematico). Ann. ital. di chir., 1922, i, 665. 


The patient was a woman aged 4o years who for 
five years had had a tumor the size of a small nut in 
the right side of the neck. On clinical examination 
the growth was found in the supraclavicular fossa 
beneath the two ends of the sternocleidomastoid 
muscle and covered by normal skin. It was not 
disturbed by ordinary breathing, speech, or swallow- 
ing, but pressure on the trachea increased its size 
and it could then be easily reduced by manual com- 
pression. 

At operation a tracheal cyst containing dark 
bloody fluid was removed after ligation of its pedicle. 

Aeroceles of the trachea are congenital or ac- 
quired. Those of the first type are due to an anomaly 
of development and remain latent until affected by 
some special agent such as increased air pressure. 
Those of the second type are the result of a patho- 
logic process or trauma which has weakened the 
tracheal wall. 

Serra reviews the literature of congenital and ac- 
quired aeroceles which arise internally or externally 
in relation to the laryngotracheal lumen. In his own 
case histologic examination showed clearly that the 
cyst was derived from the posterior wall of the 
trachea. The effusion of blood into the sac had 
occluded the air canal and transformed an aerocele 
into a hematocele. As far as Serra is aware, no 
similar case has been described in the literature. 
There are few cases in which such cysts contain fluid 
in addition to air. 

False aeroceles are paralaryngeal or paratracheal. 

W. A. BRENNAN. 


Hedblom, C. A.: Graded Thoracoplasty in Chronic 
Pulmonary Suppuration, with Special Refer- 
ence to Diffuse Bronchiectasis. Northwest Med., 
1922, XXi, 423. 


Hedblom reviews the results of the surgical treat- 
ment of bronchiectasis and chronic pulmonary ab- 
scess, pointing out that drainage, collapse therapy, 
and lobectomy have all yielded a relatively low 
percentage of cures and are associated with a high 
mortality. Attention is drawn to the fact that 
chronic abscess is sure to become multilocular and 
to lead to bronchiectasis; in many instances it is 
impossible to determine which condition is the chief 
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source of symptoms. For such cases Hedblom pro- 
poses the term “chronic preliminary suppuration.” 

Six cases of unilateral bronchiectasis are reported 
in which an extensive collapse of the chest wall was 
accomplished in stages without any mortality and 
with marked benefit. In two, the duration of symp- 
toms was two years and in four it was four years, 
eight years, nine years, and over twenty years 
respectively. The average amount of sputum in 
each of these cases was from 240 to 1,000 c.cm. per 
twenty-four hours. The operation was performed 
under combined regional and nitrous oxide anzs- 
thesia. Segments of ribs were resected first poste- 
riorly, than anteriorly, and then at the sides. As 
in every case the condition involved chiefly the 
lower lobes, it was deemed unnecessary to resect 
the second or first ribs. After the posterior resection 
the nerve trunks were injected with alcohol to pre- 
vent the voluntary inhibition of cough because of 
postoperative pain. 

In the first case the first operation was not 
sufficiently radical. Subsequently a secondary oper- 
ation was performed with promising results. In 
the second case the quantity of sputum, which 
before operation was 1,000 ¢.cm. or more per 
twenty-four-hour period, averaged from 30 to 60 
c.cm. during the two years that have elapsed since 
the operation. The third case has remained free 
from symptoms since operation, a period of about 
a year. 

A similar graded thoracoplasty was performed in 
six cases of chronic multiple pulmonary abscess. 
Three of the patients died. Autopsy showed mul- 
tiple abscesses involving the whole lung in two and 
also the opposite lung in one. 

The author concludes that graded thoracoplasty 
merits further consideration in the treatment of 
chronic non-tuberculous pulmonary suppuration, 
and particularly in bronchiectasis. 


Sutton, G. E.: Pulmonary Fat Embolism. An. 
Surg., 1922, Ixxvi, 581. 

The author discusses in detail the various factors 
entering into the causation of pulmonary fat em- 
bolism. The most important of these are injury to 
the fatty tissue and a break in the continuity of the 
circulation allowing fat droplets to enter the blood 
stream. Mobility of the injured area is important 
in favoring the entrance of fat into the circulation. 

Such cases show the lung capillaries filled with 
fat droplets. In later stages fat emboli may be 
found through the peripheral circulation. The cen- 
tral nervous system also may be involved. 

The symptoms occur suddenly, even during the 
operation. They may be either pulmonary or 
cerebral in character, and these types may ap- 
pear either alone or in combination. Death occurs 


relatively soon, usually within the first three days. 
Active treatment has not met with much success. 
The danger of pulmonary fat embolism is partic- 
ularly great in major operations on obese persons, 
especially if it is necessary to destroy fatty tissue. 
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Complete hemostasis and careful drainage of the 
wound are essential. Pulmonary fat embolism 
should be taken into consideration as a complication 
in any surgical case in which there is destruction of 
fatty tissue and there are symptoms of cyanosis, 
rapid or labored respiration with or without cough, 
elevated temperature, and an increased pulse rate 
with low tension. The sputum, urine, and eye 
grounds should be investigated for fat as an aid in 
the diagnosis in all suspected cases. 


Tyler, A. F., and Blackman, J. R.: The Effect of 
Heavy Radiation on the Pleurz and Lungs. J. 
Radiol., 1922, iii, 460. 

The study of the effect of radiation on the pleura 
and lungs is becoming more and more important 
with the increasing use of radiation in the treatment 
of cancers of the breast. It is even more important 
in cases referred for treatment following the surgical 
removal of cancer of the breast because any un- 
toward action on the pleure and lungs cannot be 
excused on the ground that the severity of the lesion 
demanded the treatment regardless of the nature of 
the after-effects. All of the cases discussed are those 
sent for prophylactic postoperative irradiation. 
Those with demonstrable malignancy of the lungs 
or pleure have been omitted. 

The changes observed roentgenographically were 
essentially those of a progressive fibrosis of the lungs. 
They began at the hilum and extended toward the 


periphery along the bronchi in the shape of a fan. 


Subsequently there were signs of pleuritic thicken- 
ing, and in the terminal stages the changes assumed 
the characteristics of a pneumonic consolidation. 
In some cases a moderate amount of pleural effusion 
developed. The formation of pleuro-pericardial ad- 
hesions and adhesions between the visceral, parietal, 
and diaphragmatic pleure resulted in demonstrable 
changes of position and motility. 

In the cases observed the amount of radiation 
given before changes were noted varied within wide 
limits. The earliest change noted occurred in a 
patient who had been given 120 ma.-min. over the 
back of the chest in two equal doses. The case 
having the largest dose before changes were recog- 
nized had 540 ma.-min. over the front of the chest 
and 190 over the back. The average for the seven 
cases was 257 ma.-min. over the front and 190 over 
the back of the chest. 

Clinically it was found that the physical findings 
and symptoms were such as might be expected from 
the changes demonstrable roentgenographically. 
Harsh breath sounds were an early and constant 
characteristic in all cases in which there was a fibro- 
tic change in the lung and increased in intensity as 
the process progressed. Pleuritic pain accompanied 
by a friction rub was noted early. As the process 
continued, the symptoms became-more marked, 
and in advanced cases dyspnoea, cyanosis, and 
cardiac embarrassment developed. 

Seven cases are cited in detail as regards their 
clinical history, physical examination, and roentgen 


findings, and serial roentgenograms of each case are 
included to show the progressive changes. 

From a study of these cases the authors draw the 
following conclusions: 

1. As a rule, prophylactic irradiation of the chest 
following the surgical removal of the breast should 
be carried out with what might be called a “‘super- 
ficial technique,”’ that is, low voltage and thin filters 
should be used instead of high voltage. It is unwise 
to repeat the dosage more than two or three times. 

2. It appears that the high voltage technique 
should be reserved for inoperable cases of carcinoma 
of the breast. 

3. This pathology should be definitely recognized 
by the medical profession so that the patient will 
not be given more radiation after the changes are 
manifest. Knowledge of this pathology will also 
influence the prognosis. Apvotp# Hartunc, M.D. 


Collins, C. U.: Surgery of the Lung. Illinois M. J., 
1922, xlii, 372. 

Collins reports the case of an 11-year-old girl who 
swallowed a tack and two months later, because of 
a cough and expectoration, was sent to a tuberculosis 
sanitarium where her condition improved. Two 
years later she was taken with influenza, and for 
several weeks had a temperature ranging from 100 
to 105 degrees F. At this time an X-ray examination 
of the chest showed a large tack in the left bronchus 
just posterior to the central portion of the heart. 
Two attempts to remove the tack with the broncho- 
scope were unsuccessful. A year later the tack was 
removed by operation performed without differen- 
tial pressure anesthesia. A trap-door incision in- 
cluding the fifth, sixth, and seventh ribs was made. 
This large opening caused no particular phenomena. 
The tack was felt near the hilus and its position 
verified by fluoroscopic examination. The bronchus 
containing it was cut, the tack removed, and the 
bronchus sutured. The chest was then closed 
around a drain. About two weeks later the bronchial 
incision must have opened again as bubbles of air 
issued with the pus from the chest wound. The 
patient progressed well and was discharged from the 
hospital in good condition. Several months later an 
abscess evidently originating from the cut surface 
of one of the ribs developed at the site of operation. 
Evacuation of this abscess was followed by prompt 
recovery. B. Bettman, M.D. 


PHARYNX AND @SOPHAGUS 


Brown, T. A.: Two Cases of Symptomless Perfora- 
tion of the @sophagus Revealed by Sequelz 
in the Lungs. Lancet, 1922, cciii, 1272. 


In the cases reported the cesophageal perforations 
were found at autopsy. The author believes they 
were caused by a foreign body although the histories 
were negative in.this respect and no foreign body 
was recovered. 

The first case was that of an 8-year-old girl who, 
following a trivial cough for a few days, coughed 
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up a half pint of blood. The patient did not appear 
ill. In the lower right axilla and back there was 
percussion dullness associated with diminished vocal 
fremitus, harsh breath sounds, and prolonged ex- 
piration. There was no pain or dyspnoea. The 
temperature was 102 degrees F., the pulse 120, and 
respiration 24. Hzmoptysis occurred on three con- 
secutive days. On the third day the breath became 
foetid and the physical signs at the right base were 
more pronounced. The daily temperature ranged 
from 100 to 103 degrees F. The micro-organisms in 
the offensive sputum were chiefly streptococci and 
micrococcus catarrhalis. A patch of skodiac reso- 
nance developed in the right base. The X-ray re- 
vealed no foreign body but showed an irregular 
opacity in the lower two-thirds of the right lung 
suggesting a cavity. The right chest scarcely moved 
with respiration. The patient gradually grew weaker 
and died twenty-seven days from the time of her 
admission to the hospital. 

At autopsy the congested left lung showed a 
collapsed patch near the apex. The right pleural 
cavity was full of dark-brown foul-smelling fluid 
containing fragments of disintegrated lung. Only 
the lower part of the right lung remained and this 
was gangrenous except for a few areas which were 
solid and gelatinous. There were no adhesions or 
enlarged lymph glands. A small sinus from the 
right side of the lower end of the cesophagus led 
into the gangrenous mass in the right pleural cavity. 
No foreign body was found. The liver and myocar- 
dium showed cloudy swelling. 

Case 2 was that of a man aged 49 years who com- 
plained of dyspnoea and pain in the right chest. 
During the past twenty years he had had bronchitis 
and emphysema, and on several occasions had been 


treated in a hopsital. Five years previously he hid 
had “fits” accompanied usually by hemoptysis and 
on one occasion by vomiting. There was always 
considerable sputum, which sometimes was blood- 
stained but did not contain tubercle bacilli. 

At the time of examination the patient’s tem- 
perature was 100 degrees F., his pulse 100, and |iis 
respiration 33. Clubbing of the thumbs and ad- 
vanced pyorrhoea were noted. The urine contained 
a considerable quantity of albumin. RaAles were 
heard over the entire chest, and expiration was 
prolonged. 

The patient expectorated daily about 6 oz. of 
sputum which showed pus cells, streptococci, and 
micrococcus catarrhalis. Six days after his ad- 
mission to the hospital he had an attack of hemop- 
tysis and died. 

Autopsy revealed in the cesophagus, opposite the 
bifurcation of the trachea, a small puckered area, 
across which narrow fibrous bands were stretched. 
Behind the bands a small opening led downward 
into the right bronchus just beyond the tracheal 
bifurcation. There was no sign of surrounding 
inflammation. The trachea and bronchi contained 
a large quantity of coagulated blood. At the base 
of the right lung were dense pleural adhesions. The 
left lung was voluminous and the lower lobe showed 
cedema and congestion. The upper right lobe con- 
tained an abscess surrounded by consolidated and 
partly necrotic lung. Near this area were two gritty 
particles which analysis showed to be cadmium 
(possibly a tooth filling). Elsewhere the lung tissue 
was congested but not consolidated. There was 
no tuberculosis. Both kidneys showed subacute 
glomerulotubular nephritis. 

Wa ter C, Burkert, M.D. 


SURGERY OF THE ABDOMEN 


ABDOMINAL WALL AND PERITONEUM 


Coyte, R.: The Anatomy and Surgical Bearing of 
the Nerves Found in the Abdominal Wall. 
Lancet, 1922, cciii, 1065. 

The anatomical distribution of the abdominal 
nerves leaves certain areas where abdominal in- 
cisions can be made with little danger of nerve in- 
jury. In entering the abdominal wall the nerves leave 
a space of 4 in. above the first trunk in which there 
is no large nerve, an ideal space for the incision for 
a gall-bladder operation. The incision may be made 
obliquely from the inner costosternal angle for a 
distance of 4 in. without danger of injuring any large 
nerve. If necessary, it may be continued outward 
2 in. further, in which case only one nerve trunk, the 
seventh intercostal, will be cut. 

After piercing the rectus sheath on its outer 
border, the nerve passes into the rectus muscle near 
its center. Therefore the incision may be made 
vertically through the inner half of this muscle with- 
out injury to the nerves. Such an incision may be 


used for appendectomy. Because of the almost 
horizontal position of the lower nerves, the appen- 
dix can be approached also through an incision be- 
ginning near the antero-superior spine and curving 
inward and downward in the form of a crescent. 
Excellent exposure for splenectomy can be ol) 
tained without nerve injury by making on the left 
side an incision similar to that for gall-bladder 
operations and a vertical incision from its inner end 
down the midline of the abdomen. 
Marcus H. Hosart, M.D. 


Wreden, R. R.: Radical Operation for Femoral 
Hernia with the Aid of Active Muscular Closure 
(Radikaloperation des Schenkelbruches mittel- 
eines aktiven Muskelverschlusses). IWestnik Chir 
i pogran. oblastei, 1922, i, 81. 


In radical operation for femoral hernia Wreden’s 
aim is to restore active muscular closure of the fe- 
moral ring. The region of the crural canal is ex- 
posed by a V-shaped incision with its apex over the 
pubic symphysis. After freeing and amputation of 
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the hernial sac, a strip with a lateral base is dissected 
from Poupart’s ligament, drawn under the pectineal 
muscle, and sutured to the symphysis. A row of 
sutures joining the lower border of Poupart’s liga- 
ment to the pectineal muscle is then inserted. When 
the muscles of the abdomen or of the thigh are then 
brought into play, the femoral ring is closed by the 
restored pectineus-abdominal muscle connection. 
The author has operated successfully by this 
method ten times. Petrow (Z). 


Hellendall, H.: The Radical Operation for In- 
guinal and Femoral Hernia with Plastic Use of 
the Uterus through the Abdominal Cavity 
and a Simultaneous Laparotomy for Another 
Condition (Die Radikaloperation von Leisten- 
und Schenkelhernien mittels plastischer Verwendung 
des Uterus von der Bauchhoehle aus, bei gleich- 
zeitiger Laparotomie aus anderem Grunde). Zen- 
tralbl. f. Gynaek., 1922, xlvi, 1028. 


In accordance with the suggestion of Freund, the 
author utilizes the uterus in the operation for plastic 
closure of the femoral ring through the abdominal 
cavity. The uterus is mobilized by means of the 
vesico-uterine fold, pushed to the side, and sutured 
as a pad in front of the internal femoral ring. As a 
preliminary procedure the internal femoral ring is 
sutured, the hernial sac being left intact. 

Similar methods for the treatment of femoral 
hernia through the abdomen were originated by 
Oehlecker, Madlener, and Mayer and are described 
for comparison. Kats (Z). 


Souttar, H. S.: The Operative Treatment of Diffi- 
cult Herniz. Brit. M.J., 1922, ii, 1024. 


To close the orifice of a hernia Souttar uses thick 
floss silk which has been boiled for an hour in 
1:1,000 mercury perchloride, dried in a 1:1,0c0 solu- 
tion of biniodide in absolute alcohol, and then kept 
in sterile liquid paraffin. Lange used material pre- 
pared somewhat similarly for the construction of 
artificial tendons and ligaments. Silk thus treated 
is soft and flexible but retains its full tensile strength. 
When introduced into the tissues it does not cause 
irritation, and it has the curious property that al- 
though it is not absorbed, it is so entirely assimilated 
that the resulting structure closely resembles nor- 
mal tendon or aponeurosis, but possesses the great 
advantage that it will not stretch. 

The closure of hernial orifices by this method is 
exceedingly simple. When a peritoneal sac is 
present the margins are drawn together with care to 
retain a portion of the sac. The method is quite 
satisfactory also for cases of hernia in which there 
is no true peritoneal sac as the surrounding tissues 
provide an adequate attachment, the opening in 
the muscular abdominal wall being darned by inter- 
lacing strands of the silk from side to side of the 
aperture. The strands are arranged so as to form 
‘. net with meshes about 14 in. square. No attempt 
is made to close the aperture by pulling the sides of 
the opening together, the tension being only such 


as will bring the margins to their normal anatomical 
Position. H. A. McKnicur, M.D. 


Denzer, B. S.: The Diagnosis of Peritonitis and 
Peritoneal Transudates by Means of Abdom- 
inal Puncture with a Capillary Tube. Arch. 
Pediat., 1922, xxxix, 720. 


Because of the difficulties in the diagnosis of 
peritonitis in infants, efforts were made by the 
author to devise an instrument which would demon- 
strate the presence of minute amounts of fluid in 
the peritoneal cavity. Through the shaft of a metal 
trocar cannula 1% in. long and with a 17-gauge bore 
he inserted glass tubing and then cut the tubing 
off so that it protruded 1 or 2 mm. from the tip. 
When this trocar cannula is inserted through the 
abdominal wall a sudden release of pressure in- 
dicates when it has entered the peritoneal cavity. 
The trocar is then removed and the capillary tube 
inserted as far as it will go. Denzer says it is ad- 
visable to wait a few minutes and to turn the needle 
in various directions before concluding that there is 
no fluid. 

In over a hundred taps done in this manner there 
were no complications. E. C. RosrrsHex, M.D. 


Reichle: The Surgical Treatment of Peritonitis 
(Zur chirurgischen Behandlung der Peritonitis). 
Zentralbl. f. Chir., 1922, xlix, 997. 


If the primary focus can be wholly removed the 
abdomen is entirely closed, even in the presence of 
exudate. It is washed out only if it contains a large 
quantity of gastro-intestinal contents. Mikulicz’s 
tamponade is employed unless the surfaces can be 
entirely covered with peritoneum. Particular atten- 
tion is paid to the cul-de-sac of Douglas. The ab- 
domen is closed tightly around the gauze drain. In 
the total number of cases of appendicitis treated by 
the author—including cases of peritonitis—the mor- 
tality was 5 per cent, while in 130 cases of severe 
peritonitis with perforation (among which were 
ninety-seven late cases) it was 58.5 per cent. 

Goebel, Borchard, Hufschmid, and Melchior em- 
ply tamponade as little as possible and through 
narrow openings in the abdominal wall. Pende 
considers a 0.9 per cent sodium-chloride solution 
too irritating as a wash for the suppurated abdomen 
and recommends normal salt solution. Goebel, 
Hofimann, and Rudolf advise enterostomy when 
necessary. Guetig emphasizes the fact that ether 
escapes too rapidly and may favor postoperative 
adhesions. In cases of abscess of the cul-de-sac of 
Douglas, Rudolf introduces Pregl’s solution through 
an abdominal drainage tube. He finds that this 
prevents the secretion of pus and favors rapid heal- 
ing. The stomach is washed out. Brossmann re- 
ported the cases of two persons with acute peritonitis 
who came to the operating table in such a grave con- 
dition that he was able only to open the abdomen, 
drain the pus, and pour in 200 c.cm. of narcotic 
ether. A cure resulted in both instances. 

ScHULTZE (Z). 
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GASTRO-INTESTINAL TRACT 


Moppert, G. G.: Gangrenous Perforation of the 
Stomach, a Complication of Diaphragmatic 
Hernia (La perforation de l’estomac par gangréne, 
complication de la hernie diaphragmatique). J. de 
chir., 1922, Xx, 453. 


Usually a perforated gangrenous stomach is found 
as soon as the abdomen is opened. Free of ad- 
hesions, it floats in a peritoneal cavity filled with 
gastric contents. If the surgeon does not make a 
thorough exploration he attributes the localized 
gangrene to a perforated ulcer, a phlegmon, a 
volvulus, or arteriomesenteric compression, when 
the true cause may be a diaphragmatic hernia. In 
the latter event the evolution is as follows: 

The stomach becomes strangulated in a hernial 
sac or through a hiatus of the diaphragm. Its wall 
becomes gangrenous and perforated. The perfora- 
tion having allowed the escape ef gas, the strangu- 
lation and incarceration cease, and the stomach 
falls back into the abdominal cavity, discharging 
its contents through the perforation. 

Moppert describes three clinical cases of gan- 
grenous stomach due to diaphragmatic hernia. The 
first was that of a man aged 42 years who had a 
congenital hiatus of the diaphragm in which the 
stomach, omentum, and spleen had probably been 
involved since intra-uterine life. The patient was 
operated upon the day after he entered the hospital 
with symptoms of peritonitis but died. 

The second case was a case of congenital diaphrag- 
matic hernia in a girl of 17 years. The stomach was 
strangulated in the sac and had perforated and 
become freed. This patient also died following an 
operation. 

The third case was that of a woman aged 28 years 
who had a congenital hernia and incarceration of the 
stomach with the symptoms of acute obstruction 
and perforation followed by incarceration and peri- 
tonitis due to the discharge of gastric contents into 
the peritoneal cavity. Death occurred six hours 
after operation. 

In general, gastric perforation occurring in a 
strangulated diaphragmatic hernia has been attrib- 
uted to volvulus. In 500 diaphragmatic hernize Payr 
found twelve accompanied by volvulus of the stom- 
ach and in most cases this was complicated by per- 
foration. In thirty-six cases Iselin found no perfora- 
tion of the stomach but demonstrated perforations 
of the transverse colon. In the three cases reported 
by Moppert there was no volvulus. 

W. A. BRENNAN. 


Halbertsma, J. J.: A Fibroma of the Wall of the 


Stomach Adherent to an Ulcer on the Lesser 
Curvature (Ein Fibrom der Magenwand verwach- 
sen mit einem Geschwuer an der kleinen Kurvature). 
Nederl. Tijdschr. v. Geneesk., 1922, 1xv, 927. 


Cancer and ulcer are among the most common 
lesions of the stomach, while gastric sarcoma and 
gastric lipoma are very rare. On the other hand, 


fifty-five cases of fibromyoma of the gastro-intes- 
tinal tract were reported during the year 1921. 

The author describes the rare combination of 
gastric ulcer with fibroma of the stomach. The 
anemia caused by the fibroma led to the assump- 
tion that the tumor was partly responsible for the 
development of the ulcer. In the author’s opinion 
the fact that the fibroma was situated on the lesser 
curvature, namely, on the gastric strait of Waldeyer, 
justifies the assumption that it was the primary 
condition and the ulcer was secondary. 

Kocu (Z). 


Delore, X., and Dunet, C.: Repeated Interventions 
in Gastric Carcinoma (Des interventions itéra- 
tives dans le cancer gastrique). Rev. de chir., Par., 
1922, xli, 359. 

The authors advocate secondary surgical inter- 
ventions in cases of gastric carcinoma in which 
symptoms of stenosis of the artificial opening be- 
come manifest. 

The gastro-enterostomy opening may become 
closed by involvement of its gastric side by the 
growth or mechanically by metastases in the trans- 
verse mesocolon or other structures immediately 
adjacent. Though the secondary operation is only 
palliative, the authors believe the formation of a new 
opening is indicated to give as much relief as 
possible. Loyat E. Davis, M.D. 


Cignozzi, O.: The Importance of Ascaridiasis in 
Surgical Practice (L’importanza dell’ascariasi 
nella pratica chirurgica). Rassegna internaz. d. clin. 
e lerap., 1922, iii, 446. 

When worms take up a definite location in the 
body their toxic products have very important 
effects upon the blood, the nervous system, the 
temperature, and the nutrition. Several investiga- 
tors have found that in animals such toxic products 
may cause death. 

Cignozzi discusses in particular the secondary 
phenomena due to the disturbance of worms from 
their fixed locations and their migration caused by 
operations on the abdomen. Migration is almost 
always upward. Both ether and chloroform cause 
the detachment of worms from the intestinal mucosa 
and leave them free in the intestinal lumen. Com- 
mon enteropathies may be complicated by symptoms 
due to worms, and the postoperative course in such 
cases is often similarly complicated. Cignozzi has 
frequently observed such deviations from the normal 
in patients known to be carriers of worms. This 
phase often culminates in the vomiting of worms or 
their discharge in the feces. Twelve to twenty-four 
hours after operation there is peri-umbilical pain, and 
after forty-eight hours vomiting occurs. Such distur- 
bances are in no way due to the primary lesion or 
the operative technique. The blood shows a decided 
eosinophilia sometimes higher than 20 per cent, the 
pulse is small and frequent, and there may be 
meteorism and diarrhcea. The disturbance may per- 
sist for several days, and it is only by examination 


GENERAL SURGERY — SURGERY OF THE ABDOMEN 173 


of the vomitus that the surgeon can determine the 
cause of the condition. During the attack the in- 
testine may or may not show an acute catarrh. 

In some cases migrating ascarides cause perfora- 
tion of the intestinal wall. 

The conclusion drawn by the author is that pa- 
tients with a history of worms should be given treat- 
ment for this condition before they are operated 
upon. W. A. BRENNAN. 


Lane, W. A.: On the Treatment of Non-Malignant 
Affections of the Colon. Lancet, 1922, cciii, 
1114. 


Lane regards all abnormal conditions of the colon 
as the direct or indirect result of chronic intestinal 
stasis. He classifies them into two main groups, viz., 
cases of intestinal stagnation in which a reaction 
takes place and those in which a reaction is alto- 
gether absent. 

One group is characterized by the formation of 
bands to the colon. One band of importance forms 
at the right iliac crest, another below the gall- 
bladder, one at the splenic flexure, one at the left 
iliac crest, and one in the left iliac fossa. The first 
and last are the most important. Mention is made 
also of the so-called “‘Lane kink” or band kinking 
the terminal ileum. 

According to the author, these bands are all 
evolutionary, identical in origin, function, and 
structure, and due to the effort of the organism to 
mect an abnormal loading up of the bowel resulting 
from distal obstruction. 

Another important development which arises not 
infrequently in consequence of the strain exerted by 
the loaded cecum is what Lane calls “the control- 
ling appendix,” an appendix which acts as a ligament, 
having become attached by adhesions to the under 
surface of the mesentery behind the end of the ileum. 
When the ileum and cecum drop into the pelvis the 
ileum is kinked abruptly over the anchored appen- 
dix and its lumen is more or less occluded. The 
kinking of the anchored appendix favors obstruc- 
tion of the appendiceal lumen. The removal of 
such an appendix is followed by great benefit. 

It is in this type of static colon that cancer of 
some portion of the gastro-intestinal tract common- 
ly occurs. 

The other extreme type of chronic intestinal stasis 
is characterized by complete absence of effort on the 
part of the organism to oppose the elongation and 
prolapse of the large bowel, no new acquired bands 
or membranes being formed. The pelvic colon be- 
comes greatly elongated, forms many abrupt angles 
in the pelvis, and offers great resistance to the 
passage of solid material through it. In consequence, 
an infection of the mucous membrane of the proxi- 
mal colon takes place, producing colitis and its 
complications. 

In cases of obstruction associated with the forma- 
tion of bands the operation for “‘the first and last 
kink,” as Lane calls the kink in the left iliac fossa, 
consists in careful separation of the bands which 


form the kink and the accurate apposition of the 
peritoneal edges if any are left deprived of serous 
covering. Other bands and a “controlling appen- 
dix” are then dealt with if present. If an ileal kink is 
found and the membrane is extensive, a drainage 
tube is put in because the acquired membrane 
contains infecting organisms. 

In fat subjects another complication of obstruc- 
tion with the formation of bands is diverticulitis. 
This may be met by inserting the divided end of the 
ileum into the pelvic colon. As in cases of colectomy, 
the patient should be instructed to secure three 
evacuations daily. In some cases colectomy offers 
the best results. 

Tuberculous ulceration of the colon following 
obstruction is frequently limited to the proximal 
half. For this sequela, either of the operations men- 
tioned may be advisable. 

In cases of disease of the colon without the 
formation of bands, auto-intoxication is the con- 
dition requiring attention. This is the result of 
infection of the contents of the small intestines. 
Such infection causes most serious degenerative 
processes in every tissue of the body and renders 
the subject liable to infection by other diseases. 
Shortening of the colon, colectomy, or the uniting 
of the divided ileum to the pelvic colon is indicated 
when medical methods have failed. 

A complication of the elongated large bowel is a 
chronic or acute volvulus. This should be corrected 
by operation. Lane has excised the volvulus and 
performed a colectomy for this complication. The 
same procedures may be applied to megacolon. 
Much the same treatment is advocated for severe 
cases of mucous and membranous colitis, but re- 
sorted to less frequently. 

Cancer is the final condition following chronic 
intestinal stasis. Cart R. STEINKE, M.D 


Lockhart-Mummery, J. P.: The Treatment of 
Acute Obstruction from Cancer of the Colon. 
Lancet, 1922, cciii, 1117. 

A small incision is made over the cecum and a 
knuckle of the cecal wall drawn out and protected 
with gauze swabs. An opening is then made in the 
cecal wall with a knife, and a rubber drainage tube 
about )% in. in diameter is pushed into the caecum 
for 2 in. and stitched to the cecal wall with catgut, 
each stitch going through the wall of the tube and 
picking up the cecal wall 4 in. away from the tube. 
When the sutures are tied, a cuff of cecal wall has 
been turned in. A pursestring suture is then in- 
serted well away from the tube and tied so as to 
turn in more of the cecal wall. The ends of this 
suture are tied and brought through the deep fascia 
and peritoneum. One or two other sutures are then 
placed so as to fix the cecum at the point at which 
the tube enters to the deep surface of the abdominal 
wall, and the abdomen is sewed up around the tube. 
A wide collapsible rubber tube is tied to the end of 
the rubber drainage tube projecting from the dress- 
ings and carried to a pail under the bed. The tube 
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remains quite water-tight and gas-tight for as long 
as a week, and as the contents of the cecum are 
liquid, they drain readily through it; no leakage takes 
place in the wound and the patient is kept dry and 
comfortable. 

After the obstruction has been relieved and all 
signs of toxemia have disappeared—generally in 
five or six days—the abdomen is opened in the mid- 
line or on the left side, and the cause of the obstruc- 
tion ascertained and dealt with under the most 
favorable circumstances. 

These openings close in a week or ten days and 
most of them do not leak after the tube has come 
away. If the cecum is not distended, exploration is 
called for as the obstruction is in the small bowel. 

Cart R. M.D. 


Fansler, W. A.: A Scalping Operation for Abscesses 
About the Rectum. J.-Lancet, 1922, n.s._ xiii, 
567. 


A substantial percentage of perirectal abscesses 
have a connection with the bowel, complete fistulz 
being formed when they are opened. 

Whether a bowel opening is present or not, the 
best treatment is early and radical incision, the 
wound being kept wide open while the cavity is 
granulating from the bottom upward. If the wound 
is not kept open a deep cavity or sinus with a small 
external opening results which renders healing and 
medication difficult or impossible. A T- or cross- 
shaped incision is preferable to a simple straight 
incision. 

To obtain a wide-open wound the author rec- 
ommends scalping the abscess. A liberal cross- 
shaped incision is made as near the anus as possible 
and the extent of the abscess cavity explored with 
the finger and probe. Removal of the four segments 
of the skin formed by the cross-shaped incision 
leaves a somewhat circular opening. In general, 
the circle of skin removed should be slightly larger 
than the greatest diameter of the abscess. 

This method gives a truncated cone-shaped cavity, 
with its base outward, which is easy to dress and to 
medicate to its depths. Frequently the use of nitric 
acid or 40 per cent silver nitrate solution will heal 
a small opening into the bowel. If division of the 
sphincter is necessary later the patient will be in 
no worse condition than following an ordinary in- 
cision of the abscess, and the tract will be definitely 
defined. 

In the author’s experience the removal of the skin 
flap has not prolonged convalescence. By the time 
the wound has granulated from the bottom, the 
skin has contracted and healed down to meet it. 

Watter C. Burket, M.D. 


Pennington, J. R.: Carcinoma of the Rectum and 
Pelvic Colon: Age- and Site-Incidence and 
Prophylaxis. J. Am. M. Ass., 1922, Ixxix, 1829. 


In 7,174 cases of carcinoma of the rectum the con- 
dition occurred between the ages of 41 and 7oin75 per 
cent, and between the ages of 10 and 18 in twenty- 


four cases. Carcinoma of the pelvic colon has been 
found in a boy of 9 years and in a girl of 12. 

In 1,428 of a series of 1,670 cases the cancerous 
tumor was within reach of the examining finger. In 
the remainder it was higher up in the bowel or at 
the rectosigmoid junction. The anterior wall of the 
bowel is generally involved. More frequent rectal 
examinations are necessary to discover this con- 
dition early. 

Internal palpation, with or without proctoscopy 
and sigmoidoscopy, is our chief reliance in the diag- 
nosis because none of the serum or other tests so far 
introduced has proved reliable. Bleeding, pain, and 
diarrhoea are not early signs of carcinoma of the 
rectum, but the evidence of considerable damage 
already done. The laity must be educated to get 
rid of any ailment which favors the development 
of cancer. Paut W. Sweet, M.D. 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


Bodnar, L.: Cholecystitis Cystica (Cholecystitis 
cystica). Arch. f. path. Anat., 1922, CCXxxviii, 359. 


The author describes the autopsy findings in the 
case of a woman 69 years old who was operated on 
for strangulation ileus and died from hypostatic 
pneumonia. 

The gall-bladder contained two facetted concre- 
tions. When opened, it was 7.5 cm. long, 2 cm. wide 
and about 7 to 14 cm. thick. At the cut surface the 
mucosa was thickened, the thickness varying in 
different areas. Within ‘the wall of the gall-bladder, 
and particularly in the muscle layer, the section 
showed numerous, very minute, spherical, smooth- 
walled spaces and also larger ones up to 4 mm. in 
diameter some of which were located just under the 
serosa. These spaces were lined by high cylindrical 
= with longitudinally oval nuclei and goblet 
cells. 

In the examination of the serial sections it was ob- 
served that all of the cavities, including those which 
appeared closed on all sides, opened into the lumen 
of the gall-bladder between the folds of the mucous 
membrane. In the wall of the gall-bladder there 
were also changes characteristic of the chronic 
cholecystitis which had run its course. 

Bodnar believes that most of the cystic cavities 
had their origin in the Luschka ducts and that only 
some of the small ones in the region of the large 
spaces may be regarded as mucous glands changed 
by disease. The dilation of the Luschka ducts 
must be explained as resulting from an abnormally 
deep growth of their epithelial lining in addition to 
passive distention; the latter is responsible alone 
only in the peripheral parts of the cavities. 

In addition to inflammatory irritation, a peculiar 
capacity of the epithelium of the Luschka ducts tu 
proliferate must also be assumed as an etiological 
factor. It is possible that the findings described arv 
characteristic of a precancerous stage. BuppE (Z). 
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Morison, R.: The Diagnosis and Treatment of 
Cholelithiasis. Brit. M.J., 1922, ii, 1005. 

(of the many theories advanced to explain the 
jurmation of gall-stones the most universally pop- 
ular has been that which attributes it to infection 
of the gall-bladder. Some predisposing causes are 
more common than others. Among the former are 
repeated pregnancies, obesity, and a sedentary life. 
In the author’s experience the most frequent cause 
is insufficiency of fluid intake. 

The subjective symptom on which a diagnosis of 
gall-stones can be based reasonably is severe pain 
referred to the epigastrium. This is often very 
sudden in onset, in some cases lasts only a few 
moments and in others for hours, and catches the 
breath before inspiration is complete. 

A tender area over the gall-bladder on deep pal- 
pation during forced inspiration, discovered during 
the attack of the characteristic pain and lasting for 
a time after it, is a reasonably reliable indication of 
gall-stones, the diagnosis based upon it proving 
correct in eight cases out of ten. 

A gall-bladder tumor or jaundice preceded by a 
typical attack of pain is usually a positive clinical 
indication. 

There is only one reasonable treatment, viz., 
operation. In the author’s opinion, cholecystotomy 
is the best operation when the cystic duct is patu- 
lous. 

If the gall-bladder shows serious infection it 
should be opened freely, the stones removed, and 
the gall-bladder walls and interior carefully in- 
spected. Unless the gall-bladder is so obviously 
diseased that recovery seems impossible, it should 
not be removed. If infected, it should be drained. 
If bile discharges freely, the tube should not be kept 
in for more than a few days, and never for more 
than two weeks. 

If the gall-bladder is so severely diseased that its 
recovery seems impossible it may be dealt with by 
cholecystectomy or the thermocautery. 


The author believes that in calculous cholecystitis 
the removal of the stones may be all that is neces- 
sary, but for primary cholecystitis, the operation of 
election may be cholecystectomy. 

H. A. McKnicar, M.D. 


Willems, C.: The Technique of Exposing the Biliary 
Passages (Technique de la découverte des voies 
biliaries). Arch. franco-belges de chir., 1922, xxv, 
884. 


Willems refers to the danger of vertical incisions. 
Vertical incisions near the border of the rectus cut 
a certain number of the terminal branches of the 
lumbar nerves supplying the muscle walls, causing 
unilateral paralysis. Transverse incisions are much 
less dangerous and when they are exactly sutured 
and heal by primary intention do not impair the 
muscle function. Willems has used such incisions 
for a long time. The lumbar region being raised 
by a cushion, the incision is begun near the median 
line, extended outward and obliquely along the 
costal border one or two fingerbreadths below the 
ribs, at about the site of the lower border of the 
liver, and continued to a point in the flank which is 
determined by the condition anticipated. It cuts 
through the right rectus, the obliquus major, the 
obliquus minor, the transverse, and, in its terminal 
part, the anterior fibers of the great dorsal muscle. 
The muscular bed traversed is therefore thick and 
formed of several planes. 

If the liver is free from adhesions its lower edge 
rises into the wound when the abdomen is opened. 
If adhesions prevent this, they are detached. The 
liver is then basculated on the edge of the thorax 
to expose its lower surface. This is accomplished 
with the help of a special assistant wearing thread 
gloves over rubber gloves. The basculation greatly 
facilitates the approach to the biliary tract, the 
performance of cholecystectomy, catheterization, 
the extraction of calculi, and hepatic drainage. 

W. A. BRENNAN. 


SURGERY OF THE EXTREMITIES 


CONDITIONS OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Melchior, E.: A Peculiar Form of Tumor-Like 
Osteomyelitis (Eine Sonderform der “tumorar- 
tigen’? Osteomyelitis). Med. Klin., 1922, xviii, 
895. 

This is a brief report of a case of osteomyelitis of 
the left thigh following influenza in a man 39 years 
of age. The onset was gradual and the disease was 
localized within narrow limits. A cortical seques- 
trum which was formed remained in situ during the 
entire course of the condition. The clinical picture 
was dominated by massive, soft granulation tissue 
which involved chiefly the extensor muscles. The 
tumor-like character of this tissue was so pronounced 
that only after its radical extirpation and the dis- 


covery of the sequestrum was it possible to exclude 
sarcoma and to make a correct diagnosis. 
LEMKE (Z). 


Baker, C. F.: Report of an Unusual Foreign 
Body in the Arm. Am. J. Roentgenol., 1922, n.s. 
ix, 

The patient, a woman, fell on the ice. The 
accident caused entire loss of function at the elbow 
and a small wound on the posterior surface of the 
forearm, just below the joint. The diagnosis made 
was traumatic injury of the elbow with possibly a 
compound fracture or a dislocation. The presence 
of a fracture was suggested by the projection of 
a small piece of “bone” from the wound. The 
surgeon in charge stated that he was positive as 
to the presence of a bone lesion as he had pressed 
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one of the ‘“‘fragments’’ back under the skin at the 
time he rendered first aid. 

The roentgen examination revealed only a number 
of straight parallel lines about 3% in. long in front 
and slightly to the outer side of the elbow joint. 
These were interpreted as being due to a piece of lead 
pencil, and inquiry revealed that a pencil had been 
carried in a bag at the time of the fall. The pencil 
was removed and an uneventful recovery ensued 
with complete restoration of function. 

Hartunc, M.D. 


FRACTURES AND DISLOCATIONS 


Blanchard: The Trans-Olecranon Route for the 
Reduction of Old Dislocations of the Elbow 
(Voie transolécranienne pour la réduction des luxa- 
tions anciennes du coude). Presse méd., Par., 1922, 
xxx, 768. 


The author reports a case of old dislocation of the 
elbow joint in which a fragment of the internal con- 
dyle lay in the olecranon fossa. By dividing the 
olecranon process with a Gigli saw he obtained a 
perfect exposure of the joint. The divided fragments 
of the olecranon were united with a screw. Passive 
motion was begun upon the fifth day. 

LoyYAL E. Davis, M.D. 


Axhausen, G.: Necrosis of the Proximal Fragment 
in Fracture of the Neck of the Femur and Its 
Importance with Regard to the Hip Joint (Die 
Nekrose des proximalen Bruchstuecks beim Schen- 
kelhalsbruch und ihre Bedeutung fuer das Hueft- 
gelenk). Arch. f. klin. Chir., 1922, Cxx, 325. 


Because of the poor blood supply of the ligamen- 
tum teres, the proximal fragment in fractures of the 
neck of the femur other than intertrochanteric frac- 
tures is completely deprived of nutrition and be- 
comes necrotic. Non-union in such cases is due, 
however, to the fact that the distal fracture surface 
is displaced anteriorly and the medullary spaces of 
the two fragments are not in apposition. Good 
adaptation of the fracture surfaces is probably re- 
sponsible for the success of Shoemaker’s application 
of a plaster cast with the leg in extreme internal 
rotation. 

The necrosis has no effect on the consolidation 
of the bone, but is of great importance with regard 
to the subsequent function of the leg because when 
activity is resumed cartilaginous necrosis of the 
femoral head leads to arthritis deformans. There 
is also destruction of the tissue of the bone which 
lessens the resistance of the femoral neck to pressure 
and weight-bearing. 

Axhausen had the opportunity to examine the 
proximal fragment resected in the case of a 16-year- 
old child who sustained a fracture of the neck of 
the femur nine months previously. Coxa vara and 
shortening of 3.5 cm. resulted. While the macro- 
scopic changes were slight, miscroscopic examina- 
tion showed almost total necrosis of the bone, the 
marrow, the epiphyses, and the joint cartilage. 


Bony union of the fragments had resulted in spite 
of considerable displacement of the distal fragment. 

Experience has shown that cartilage deprived of 
sufficient nutrition is little able to withstand the 
trauma of function, becoming eburnated at the 
site of weight-bearing so that eventually the necro- 
tic subchrondal bone is exposed. In addition, re- 
generative processes occur in the region of the few 
surviving cartilage cells of the marginal zone which 
lead to the formation of a marginal ridge and 
ultimately to arthritis deformans which becomes 
progressively more severe. 

In advanced cases no trace of the necrotic carti- 
lage remains. Because of the destruction of the 
bone substance, especially in the early stages, there 
is thinning of the bone which is indicated in the 
roentgenogram by a transparent area. Such a bone 
is weakened and must give way, particularly at the 
site where the epiphyseal cartilage has been replaced 
by connective tissue. This explains the various 
changes in form, such as coxa vara, which occur in 
these cases. It is very probable that similar changes 
occur in traumatic separation of the epiphysis and 
that the later gradual displacement of the epiphy- 
seal cartilage is due to a more or less marked dis- 
turbance of nutrition. Stmon (Z). 


Bonn, R.: The Operative Treatment of Subcapital 
Fractures of the Neck of the Femur (Zur 
operativen Behandlung der subkapitalen Schenkel- 
halsfrakturen). Arch. f. klin. Chir., 1922, xx, 294. 


Following remarks on the mechanism of sub- 
capital fractures of the neck of the femur, which are 
due to compression, bending, or rotation (the strong 
iliofemoral ligament plays an important part in the 
last two types), the causes of non-union of intra- 
capsular fracture of the neck of the femur are dis- 
cussed. These are the lack of a periosteal covering, 
the interposition of torn-off portions of the capsule, 
and poor nutrition of the fragment. The treatment 
may be conservative or operative, but conservative 
treatment has not been found as satisfactory as 
operative. Operative treatment consists of pegging 
and suturing with wire or the extirpation of the 
broken-off head. 

The purpose of the article is to report nine cases. 
In two, the head was pegged on, and in seven it was 
extirpated after opening of the hip joint. In one of 
the two’ cases in which pegging was done, death 
resulted from pulmonary embolism. The other 
presented the picture of a pseudarthrosis after the 
removal of the plaster cast and the head was there- 
fore extirpated secondarily. Of the seven other 
cases, four were permanently cured. It was noted 
that the cases operated upon early showed better 
results as regards weight-bearing and the gait than 
those operated on at a later stage. After resection 
of the head of the femur the attempt should be made 
to obtain a movable joint if the patient is young, or 
an ankylosis if the patient is old and stout. In the 
latter type of case a preliminary tenotomy of the 
adductor muscles should be done. Ress (Z). 
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SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Smeesters, E.: Paralysis of the Shoulder Girdle 
(Paralysie de la ceinture scapulaire). Arch. franco- 
belges de chir., 1922, XXV, 951. 


The case reported was that of a girl 15 years old 
who, at the age of 2 years, had an illness which was 
followed by temporary paralysis of the arms and 
legs and permanent paralysis and atrophy of the 
leit deltoid muscles and the right shoulder girdle. 
Abduction, the only active movement possible in 
the right arm, caused forward luxation of the humer- 
us. X-ray examination of the glenoid cavity and the 
head of the humerus showed a condition somewhat 
analogous to that in congenital dislocation of the hip 
due to a shallow acetabulum. 

Although doubtful of the result, the author risked 
a tendinomuscular transplantation. He elongated 
the tendon of the pectoralis major, plicated the 
supraspinatous muscle tendons, sutured the tendon 
of the pectoralis minor to that of the supraspinatous, 
detached the deltoid from its clavicular and spinous 
attachments and sutured it to the trapezius, and 
completed the operation by an anterior capsulor- 
rhaphy. The arm was then kept in abduction and 
external rotation in a plaster cast for six weeks. 

When the cast was removed the patient was able 
to make movements with the arm which were im- 
possible before the operation, but after a few days 
the luxation recurred and it was evident that the 
humeral head had again slipped from the glenoid 
cavity. Several months later the luxation was re- 
duced by operation, arthrodesis followed by a second 
capsulorrhaphy was done, and the arm again im- 
mobilized. The final result was excellent. 

W. A. BRENNAN. 
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Orell, S.: A Prosthesis for the Thumb (Eine Dau- 
menprothese). Acta chirurg. Scand., 1922, lv, 223. 

In an accident with a saw, a man lost all the 
phalanges of the thumb and index finger and the 
proximal end of the second metacarpal bone. As he 
was not satisfied with the results of the operation 
which was done to remove the cicatrices and to 
deepen the fold between the thumb and index 
finger, an attempt was made to construct a pros- 
thesis. 

The best material for this kind of prosthesis is 
hard rubber. The phalanx of the apparatus was 
formed on the pattern of the phalangeal portion of 
the normal thumb with the aid of plaster negatives 
of the thumb, the metacarpus, and the carpal portion 
of the deformed hand as well as of the same parts of 
the normal hand. From these negatives the ap- 
pliance workshop of the Zander Institute of Stock- 
holm prepared plaster positives and negatives. 

The phalangeal portion of the thumb was attached 
to the interphalangeal joint of the semiflexed finger. 
Hard rubber is suitable because of its stability and 
its resistance to moisture and chemical and thermic 
influences, and because it may be colored as desired 
and its surface is not too hard or fragile. A suitable, 


non-ductile metal wire was used as a connecting © 


joint between the hard rubber phalanx and the car- 
pus so that motions between the carpus and 
metacarpus might be transferred to the rubber 
phalanx. The phalangeal portion of the thumb 
of a male corpse was found to weigh 25 gm. The 
thumb prosthesis described weighs 52 gm. The free 
point of the prosthesis bears a flexing load of over 
3 kgm. while the normal thumb bears a flexing load 
of more than 5 kgm. The author’s thumb pros- 
thesis meets not only the cosmetic but also the 
functional requirements. Louis NeuweEtt, M_D. 


SURGERY OF THE SPINAL COLUMN AND CORD 


Cahen, I.: A Case of Backward Luxation of the 
Seventh Cervical Vertebra with Isolated Com- 
pression of Nerve Roots (Un cas de luxation en 
arriére de la vertébre cervicale avec compression 
radiculaire isolée). Arch. franco-belges de chir., 1922, 
XXV, 945. 


In twenty-three cases of luxation of cervical 
vertebra collected in 1912 by Henle there were no 
nerve symptoms in eight, temporary nerve symp- 
toms in ten, and persistent partial paralyses in two. 
In Cahen’s case trauma was followed by total 
paralysis of the right arm with intense pain and 
cyanosis and atrophy of the right hand. Examina- 
tion of the spine three months later revealed a de- 
pression between the sixth and seventh cervical 
vertebra, and the X-ray showed backward luxation 
of the seventh cervical vertebra. The cerebrospinal 
fluid was normal. Manual reduction was attempted 
without success. 

This case presented a marked motor and sensory 
syndrome in the region innervated by the seventh 


and eighth cervical roots. For six months following 
the accident the paralysis decreased spontaneously 
but at the end of this time the improvement ceased. 
The patient left the hospital refusing to permit an 
operation to liberate the compressed nerve roots. 
W. A. BRENNAN. 


Frazier, C. H., and Spiller, W. G.: An Analysis of 
Fourteen Consecutive Cases of Spinal Cord 
Tumor. Arch. Neurol. & Psychiat., 1922, viii, 
455- 


In the cases reviewed the final diagnosis was not 
established until an average of 2°/; years had elapsed 
from the date of the initial symptoms. The time 
ranged from nine months to five years. Ten of the 
patients were women and four were men. Their 
ages ranged from 18 to 64 years. Ten were between 
30 and 50 years of age. 

Nine of the tumors were extramedullary and sub- 
dural, two were extradural, one caudal, one in the 
vertebral column, and one partly spinal and partly 
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intracranial. Six involved the cervical segments, 
three the upper thoracic segments, four the lower 
thoracic segments, and one the cauda equina. 

In thirteen of the fourteen cases the first symptom 
was_pain. In the single exception the tumor was 
extradural, and never caused pain. In the other 
cases the pain often occurred intermittently at 
intervals of days or months, and frequently was 
worse at night or in the early morning. In several 
instances it decreased appreciably at the onset of 
paralysis. 

Table I indicates the time which elapsed between 
the onset of pain and the first signs of motor im- 
pairment. 


TABLE I.—TIME BETWEEN PAIN AND FIRST SIGNS OF 


MOTOR IMPAIRMENT# 
Interval between 
Duration Duration onset of pain 
Case of pain , of motor and motor 
impairment impairment 
5 years 2 years 3. years 
9 months months 6 months 
1% years 6 months 6 months 
2 years month 2 years 
9 months 6 months months 
2 years 4 months 124 years 
5 years 2 years years 
4 years 2 years 2 years 
years 2 months 23% years 
114 years months I year 
6 years 1% years 4M years 
I year 6 months 6 months 
2 years 
3. years 3. months 234 years 


* In six cases three or more years had elapsed, in two cases two years, 
in two cases between one and two years, and in three cases less than a 
year. 


Pain associated with atrophy in the root distri- 
bution of the upper limb should arouse the suspicion 
of tumor, but if the roentgen-ray examination re- 
veals no pathologic condition it is usually advisable 
to defer operation until clinical evidence of impli- 
cation of the cord is noted. Exaggeration of the 
tendon reflexes of the lower limb, on the same side 


TABLE II.—DISTURBANCES OF SENSATION 


Loss or impair- 


Case Location Paresthesias ment 
sensation 
1 | Left lateral C1 C 2....... Absent Unilateral 
: Contralateral 
2 | Right posterolateral C 4...| Unilateral Unilateral 
Homolateral Contralateral 
3 | Left anterolateral C 4 C 5.| Unilateral Absent 
Homolateral 
4 | Right anterolateral C3 C4.} Absent Bilateral 
5 | Right anterolateral T3....| Absent Absent 
6 | Right anterolateral C8 T2.| Unilateral Unilateral 
Homolateral Contralateral 
7 | Left lateral T3 Ts........ Unilateral Unilatera! 
Contralateral Contralateral 
8 | Posterior Ts T6.......... Unilateral Unilategal 
9 | Posterior Ts T6.......... Bilateral Bilateral 
10 | Right anterolateral T8 Tg.| Bilateral Bilateral 
12 | Right lateral Tr2......... Unilateral . 
Homolateral 
13 | Posterior L2 Ly......... Bilateral Bilateral 


as the pain and atrophy of the upper limb, especially 
if associated with the Babinski reflex, is a combina- 
tion that may justify early operation. 

The second symptom in every case was a sub- 
jective sensory disturbance other than pain. 

The Brown-Séquard syndrome in the classical 
syndrome of spinal tumors is represented as the 
second of the three cycles, the first being the 
root cycle, and the third, paralysis of motor and 
sensory function. In only five of the authors’ cases 
were there unilateral sensory phenomena, and these 
were not of the Brown-Séquard type. 

Motor disturbances were present in greater or 
less degree in most cases. Table III shows the motor 
symptoms, the duration of the lesion, and the 
relation of the tumor to the cord. 


TABLE III.—MOTOR SYMPTOMS 


Duration Side Location disability Limb 
6 months | Left Intradural | Spastic 
paraplegia 
5 months | Right Intradural pastic Right leg 
paralysis 
2 years Posterior | Intradural | Spastic 
paraplegia 
3 years Posterior | Extradural pastic 
paraplegia 
2 years Left Intradural | Spastic 
weakness Left leg 
5 months | Right. Intradural | Paresis Right leg 
1% years Posterior | Intradural | Spastic _ 
paraplegia 
2 weeks Caudal 
years Left Intradural 
paraplegia 
5 months | Right Vertebral Spastic 
paraplegia 
2 months | Right Intradural | Spastic Right and 
weakness left legs 
4 months | Left Intradural | Weakness Left leg 
7 months | Right Intradural | Spastic é 
paralysis Right arm 
3 months | Posterior | Extradural | Spastic 
paraplegia 


In only two of the fourteen cases was there dis- 
ability in the upper extremity; in seven cases both 
lower extremities were involved, and in the remain- 
der only one. The development of motor disability 
was in most instances (nine out of fourteen) a matter 
of weeks or months. This is in rather striking con- 
trast to the period of root pains, which averaged 
two years. In other words, when the tumor had 
increased sufficiently in size to cause cord compres- 
sion the motor phenomena developed rapidly. 

There were only five cases with the xanthochromia 
phenomenon; in these the lesion was present five 
years, four years, three years, one year, and nine 
months respectively. 

The Queckenstedt test, the newer test for spinal 
block, was not tried out in every case. This test is 
based upon the effect on the pressure in the lumbar 
puncture manometer when compression is made on 
the internal jugular veins. A positive finding by 
either method should be regarded only as confirma- 
tory evidence of the presence of a tumor since 
negative findings do not preclude the possibility of 
such a lesion and positive findings have been noted 
in cases of lesions other than tumor. 
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In five cases there was difficulty in urination, and 
in one, occasional urinary incontinence. In three 
there was constipation, and in two, bowel incon- 
tinence. 

In the segmental diagnosis referred pain, sen- 
sory disturbances, muscle atrophy or impairment of 
muscle power, and disturbed reflexes must be taken 
into consideration. 

Table IV gives the relationship between the region 
to which pain was first referred and the level of the 
tumor. 

TABLE IV.-RELATIONSHIP BETWEEN REGION TO WHICH 


PAIN WAS REFERRED AND LEVEL OF TUMOR 


REGION OF PAIN LEVEL OF TUMOR 


Cs C6, left 
Cr Ca, left 


C4, right 

C8 Tr Ta, right 
Ts, posterior 
T7 Tio, right 
C8 Tr Ta, left 


Between angle of 


T3 Ts, left 
To T11, right 


In one of two instances in which sweating of the 
face was recorded, it occurred before operation and 
in the other after operation. 

The Babinski reflex was recorded as present in 
eleven cases and absent in one. 

Disturbances in the movement of the diaphragm 
are significant as localizing symptoms. It appears 
that the function of the diaphragm is not entirely 
dependent on the phrenic nerves. 

When there have been no degenerative changes 
in the cord, complete restoration of function may 
be anticipated. In only two cases was there ab- 
solutely no return of function. 

All of the tumors in this series of cases were 
extramedullary, and the majority were endotheli- 
omata or fibromata—tumors with definite encapsula- 
tion and limited in size by the dimensions of the 
canal. 

In only one of the series was removal of the 
growth difficult; in this instance the tumor involved 
both the spinal canal and the posterior fossa. At 
least two-thirds of the growth, a firmly fixed fibroma, 
was above the foramen magnum. The patient died. 

In every case the tumor was exposed by removing 
three or four spinous processes and laminz; in only 
one instance was it necessary to enlarge the opening. 
The cord may be rotated by traction on the dentate 
ligaments or gently retracted. There is no difficulty 
in separating the cord from the tumor or the tumor 
from the cord. Only after the pia is divided is the 
line of demarcation clearly defined. Occasionally 
one root, either the anterior or the posterior, may be 
so incorporated in the tumor that its removal may 
be desirable. In four of the cases one posterior root 
was sacrificed, and in another an anterior root. 

The close adherence of the tumor to the dura 
makes it advisable to remove that section of the 


dura to which the tumor is firmly attached. Hzmor- 
rhage from this area is quite free and can be con- 
trolled only by means of muscle grafts. With this 
exception, the operation is conducted in a bloodless 
field. After the removal of the growth, the dural 
wound should be closed with a continuous silk suture, 
and the muscle-aponeurotic structures, subcutan- 
eous tissue, and skin with tier sutures. 

The history of each of the fourteen cases is given. 
The article contains twenty-one figures. 

Cart R. M.D. 


Elsberg, C. A., and Stookey, B.: The Mechanical 
Effects of Tumors of the Spinal Cord: Their 
Influence on Symptomatology and Diagnosis. 
Arch. Neurol. & Psychiat., 1922, viii, 502. . 


Elsberg and Stookey group tumors of the spinal 
cord as follows: 

All growths on the posterior aspect of the cord, 
whether in the median line or lateral, but behind 
the posterior nerve roots, are classified as posterior 
growths. Those lying on the lateral aspect of the 
cord, in front of the posterior roots but behind the 
dentate ligament, are dorsolateral growths. Those 
which are lateral in front of the dentate ligament 
but behind the anterior roots, are ventrolateral 
growths. Those that lie on the anterior aspect of 
the cord, in the median line or more toward the 
side but in front of the anterior roots, are anterior 
or ventral growths. 

In their series of cases 64 per cent of the growths 
were dorsal or dorsolateral, and 36 per cent were 
ventral or ventrolateral. 


TABLE I.—RELATION OF TUMORS TO THE SURFACES OF 


THE CORD (NOT INCLUDING THOSE BETWEEN THE 
ROOTS OF THE CAUDA EQUINA) 


Location Extramedullary Extradural 
Anterior and median................. I I 
Anterolateral 6 2 
Posterior and median I ° 
Posterior and lateral 18 3 
Posteriolateral 8 3 
Lateral and posterior................ I ° 
Lateral or around the cord........... I I 

41 14 


While pain is often absent, there are very few 
cases without some type of sensory disturbance as 
an early symptom. 

In cases of ventral and ventrolateral growths 
subjective paresthesia is very frequent. 

Tumors that lie on the ventrolateral or dorso- 
lateral aspect of the cord are much more apt to give 
an early Brown-Séquard type of motor and sensory 
disturbance than tumors in other locations. If the 
disease began with root pains, the tumor usually 
was dorsolateral; if, on the other hand, early root 
pains did not occur, but there were early contra- 
lateral paresthesias, the growth usually lay on the 
ventrolateral aspect of the cord. 

The mobility of the cord at various levels has 
a decided influence on the symptoms and signs of 
an expanding lesion within the spinal canal. 


| 
| i 
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TABLE II, SENSORY SYMPTOMS AT ONSET 
Extra- Conus! Intra- 
Symptoms med- a and | med- 
ullary cauda | ullary 
Pain in back, extending down limbs... . . 1 2 7 ° 
Pain in homolateral limb below level .. . . I I ° ° 
Pain in contralateral limb below level... . 2 I ° ° 
Pain in both legs below level............ 2 ° 2 ° 
Pain in chest or abdomen.............. 2 2 ° I 
Tingling, burning, heaviness, pin-and 
le sensation or numbness, homo- 
lateral limb below level. ............. I ° ° 4 
Tingling, burning, heaviness, pin-and 
needle sensation or numbness, contra- 
lateral limb below level.............. 5 ° ° ° 
. Tingling or numbness, both lower limbs. . 3 ° ° 2 
Tingling without pain on same side... ... I ° ° ° 
Tingling without pain on opposite side. . . 2 ° ° ° 
Numbness or heaviness, no pain......... I I ° ° 
Feeling of stiffness, no pain............. I ° ° ° 
No sensory symptoms................. I ° 2 2 


The “reversed Brown-Séquard” syndrome was 
noted in six cases operated on. This is explained as 
follows: When the growth has reached a certain 
size and before actual pressure on the cord by the 
tumor has occurred, the cord has changed its posi- 
tion and lies against the dura and the bony wall of 
the canal on the side opposite that of the tumor. 
Two diagrams are shown to explain this condition. 

In ten of the patients the symptoms and signs of 
the spinal compression were aggravated after fluid 
had been withdrawn by lumbar puncture. Three had 
extradural growths, and six had intradural growths 
firmly adherent to the dura. In one case the record 
was incomplete. The authors believe that if the symp- 
toms and signs of motor and sensory disturbance be- 
come more marked after lumbar puncture with re- 
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Bourguignon, G.: The Employment of Electrical 
Methods in the Diagnosis and Prognosis of 
Paralyses Due to Lesions of Peripheral Nerves. 
Arch. Radiol. & Electrotherapy, 1922, xxvii, 161. 

The nerve and muscle reactions to electrical 
stimulation are studied in regard to: (1) the form, 
and (2) the quantity, of the contractions. 

Theories as to qualitative reactions have re- 
mained essentially the same since the time of Erb, 
but those regarding the quantitative reactions have 
changed since the discoveries of Hoorweg, Weiss, 
and Lapicque established the measurement of the 
excitability on bases different from those of the 
Dubois-Reymond law which has been proved erro- 
neous. 

The Dubois-Reymond law was established on the 
basis of a continuous current (galvanic excitability). 
Faradic excitability (produced by induced waves) 
appears to have no relation to this law. The author 
summarizes the findings of experiments made by 
Dubois-Reymond who excited the frog’s gastroc- 
nemius muscle directly or through the sciatic nerve. 
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moval of fluid, the diagnosis that the growth is 
extradural or intradural and adherent to the inner 
surface of that membrane is justified. 

The conclusions drawn are summarized as follows: 

1. Tumors on the anterior and anterolateral 
aspects of the spinal cord are relatively frequent, 
constituting about one-third of the cases. 

2. Although many patients with spinal cord tu- 
mors have no pain at the onset, the large majority 
have some subjective sensory disturbance as an 
early symptom. 

3. In some cases objective sensory disturbances 
are absent for a long period and appear only after 
a lumbar puncture. 

4. Tingling, coldness, burning, and other pares- 
thesias are not rare in cases of extramedullary 
growths. 

5. If the tingling occurs in the contralateral limb 
and below the level of the growth, it is probable 
that the tumor lies on the ventrolateral aspect of 
the cord. 

6. Intradural tumors adherent to the dura and 
extradural growths not infrequently press the cord 
to the opposite side of the spinal canal and cause 
early motor symptoms on the side of the body 
opposite that of the tumor. 

7. If the signs of motor and sensory disturbances 
become aggravated after lumbar puncture and the 
withdrawal of fluid, it is probable that the growth 
is either extradural or intradural and adherent to 
the inner surface of the dural membrane. 

8. Tenderness of a spinous process at the ver- 
tebral level of the lesion points to bone disease, 
while tenderness of spines well below the vertebral 
level of the growth points to an intradural extramed- 
ullary tumor. Cart R. STEINKE, M.D. 


NERVOUS SYSTEM 


The excitation was caused only at the make and 
break of the current and provided there was sul- 
ficient intensity. During the passage of a current 
of constant intensity no excitation was produced. 
If during the passage of a constant current the 
intensity was suddenly increased, these sudden 
variations of intensity acted respectively as a make 
and break of current and caused excitation. If a 
current was progressively made or broken, the 
slower the variation of intensity the greater the in- 
tensity that could be employed. With a sufficiently 
slow establishment of the current, excitation was no 
longer produced, whatever the intensity attained. 

The author summarizes the law of Dubois- 
Reymond as follows: 

1. The excitation is produced exclusively by the 
variation of intensity, and not by the absolute 
magnitude of the intensity. 

2. The variation of intensity is more efficient the 
more rapid it is; the maximum efficiency is realized 
by the instantaneous make or break of a constant 
current. 
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;. The time of passage of the current and con- 
sequently the quantity of electricity and energy 
have no réle in the process of excitation. 

The striated muscles of vertebrates, which have 
a contraction of short duration, are called muscles 
rapides. Smooth muscles of vertebrates and volun- 
tary muscles of certain invertebrates such as mol- 
luscs or crustaceans, which have contractions of 
long duration, are called muscles lentes. Fick found 
that progressive make or break may be made much 
more slowly, yet with efficiency, on muscles lentes 
than on muscles rapides. He found also that for 
short-time intervals in muscles lentes and muscles 
rapides the intensity giving the threshold depends 
on the time of passage of the current, but that the 
time limit beyond which the law of Dubois-Reymond 
is exact is much shorter in the muscles rapides than 
in the muscles lentes. Hoorweg studied and dis- 
proved the law of Dubois-Reymond in man by the 
aid of condenser discharges. 

Weiss used a constant current and rectangular 
waves of very short duration obtained by means of 
a pistol, whose ball, flying at known velocity, cut 
two wires in succession. The duration of the current 
depends on the distance between the two wires and 
the velocity of the ball. When the resistance is con- 
stant, the intensity is proportional to the voltage. 
Weiss showed that when the duration of the current 
is increased the intensity which gives the threshold 
diminishes to a minimum intensity which remains 
the same although the duration of the passage of the 
current continues to increase. The relations of 
intensity and quantity of electricity, together with 
the current’s passage-time, constitute the law of 
Weiss. 

Excitability cannot be characterized by the recog- 
nition of the galvanic threshold alone. 

Hoorweg showed with condensers that in man 
the voltage necessary to obtain the threshold 
diminishes to a minimum value as greater capacities 
are employed, and the minimum value then remains 
constant whatever the capacity. This law of Hoor- 
weg is applicable only to condensers. 

The chronaxie of Lapicque is the time of passage 
of current which is constant for a given organ and 
characterizes its excitability. The rheobase of 
Lapicque is the intensity necessary to obtain the 
threshold of the contraction with a make of pro- 
longed current (classic galvanic threshhold). The 
chronaxie is the time of passage of current necessary 
to obtain the threshold of contraction with an 
intensity double the rheobase. To know the 
chronaxie it is sufficient to find with a key the 
threshold of make of a galvanic current, and then to 
double the corresponding voltage and to find the 
time of passage of the current necessary to obtain 
the threshold with the voltage double that of the 
theobase. If the discharge of condensers is employed, 
the chronaxie is the capacity which, when the cur- 
rent has a constant resistance, gives the threshold 
with the voltage double that which has given the 
threshold with the galvanic current. 


On the basis of a study of chronaxie in animals, 
Lapicque formulated the following laws of general 
physiology: 

1. The chronaxie characterizes the excitability 
and, with the exception of temperature, does not 
vary with experimental conditions. 

2. A muscle and its motor nerve have the same 
chronaxie; this is the law of isochronism of motor 
nerve and muscle. 

3. When the chronaxie of one of two organs varies 
alone, there is inexcitability by the nerve when the 
ratio of the nerve and the muscle passes 2. Curare 
modifies the chronaxie of the muscle without chang- 
ing that of the nerve. Strychnine causes the chron- 
axie of the nerve to vary without modifying that of 
the muscle. 

4. Chronaxie classifies the muscles of different 
animals as the duration of their contraction classi- 
fies them, but with more precision. While the form 
of the contraction depends on the physicochemical 
state of the muscular fiber resulting from the histo- 
logic structure of that fiber and from the physio- 
logical conditions in which it is found (cold, fatigue, 
etc.), the amplitude of the contraction depends ex- 
clusively on the number of fibers; it is therefore 
comprehensible that the chronaxie varies directly 
with the form of the contraction, while it is fairly 
independent of the amplitude. The chronaxie varies 
with the duration of the constraction; it changes 
directly as the latent period and inversely as the 
rhythm of the tetanus. 

Examples of Lapicque’s classification of muscles 
by chronaxie are as follows: 


Duration of 


Chronaxie contraction 
Muscles Sec. Sec. 

Gastrocnemius of the common frog..... . 0.0003 0.15 to 3 
Gastrocnemius of the common toad.... . . 0.0009 
Muscle of the snail’s foot............... 0.0048 
Stomach of the frog. .......000.0scs008 1.0000 15 to 20 


The author gives a description with diagrams and 
illustrations of the technique for the measurement 
of the excitability by the chronaxie of Lapicque. By 
this technique the determination may be made in 
man or animals with the same precision as in the 
nerve or muscle laid bare and separated from the 
organism. Wa ter C. Burkert, M.D. 


Stopford, J.S. B.: Re-suture of Peripheral Nerves. 
Brit. J. Surg., 1922, x, 216. 


This subject is of greatest importance in con- 
nection with the ulnar or median nerves. In the 
case of the musculospiral nerve or the sciatic nerve 
alternative orthopedic measures offer such good 
functional results that re-suture is rarely necessary. 

Stopford observed fourteen cases during a period 
of five years. These were as follows: median nerve, 
five; ulnar nerve, seven; musculospiral nerve, one; 
external popliteal nerve, one. 

Several important factors bearing upon the 
prognosis are: 
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TABLE GIVING RESULTS OF RE-SUTURE IN FOURTEEN CASES 


Note—P.R.T.=Pronator radii teres; F.S.D. Flexor sublimis digitorum; F.P.D.=Flexor profundus digitorum; 
F.L.P. = Flexor longus pollicis; F.C.U.= Flexor carpi ulnaris; A.M.D.=Abductor minimi digiti. 


Months 
Probable cause of 
Case Nerve injured Site of between date failure after first Result of re-suture 
injury of injury and pcciiert: 
re-suture 
I Musculospiral Arm 4o Sepsisand Failure 
intraneural fibrosis 
2 Median Elbow 13 Separation of ends P.R.T., F.S.D., F.P.D., F.L.P. show voluntary 
power. Slight recovery of analgesia 
3 Median Forearm 33 Intraneural fibrosis Failure. Subsequent amputation of hand. - 
1 Median Wrist 26 ? Recovery of analgesia and some recovery of 
anesthesia 
5 Median Arm 14 ? All muscles show voluntary power. Recovery 
of analgesia 
6 Ulnar Arm 14 ? F.C.U., A.M.D., interossei_ show voluntary 
power. Recovery of analgesia 
7 Ulnar Arm 14 ? F.C.U., F.P.D., A.M.D. show voluntary 
power. Some recovery of analgesia 
8 Ulnar Forearm 34 Poor technique Failure 
9 Ulnar Elbow 35 Intraneural fibrosis Failure 
10 Ulnar Axilla 2r Intraneural fibrosis F.C.U., F.P.D. show voluntary power 
Ir Ulnar Arm 17 Sutures broke away F.C.U., F.P.D. show voluntary power 
12 Median Forearm 72 Intraneural fibrosis Failure 
13 Ulnar Forearm 23 Nerve-graft F.C.U., F.P.D. show voluntary power. Recov- 
ery of analgesia 
14 External popliteal Thigh 45 Intraneural fibrosis Failure 
(6 inches resected at 
re-suture) 


1. The interval between the time the injury was 
received and the date of the re-suture. 

2. The cause of failure after the original suture. 

3. ‘Poor shunting.” 

4. The effect of a third section of the nerve trunk 
upon the cells of the anterior cornu and posterior 
root ganglion. 

The conclusions drawn by the author are as 
follows: 

1. Under favorable conditions, regeneration may 
occur after the re-suture of a peripheral nerve. 

2. The end-results after successful re-suture are 
similar to those observed after successful secondary 
suture. 

3. The causes of failure seem to be the same as in 
secondary suture, with the addition of: (1) greater 


disturbance of the intraneural anatomy by the 
further resection; (2) the effect of a third injury to 
the nerve fibers upon the cells in the anterior cornu 
and posterior ganglia. 

4. Excluding complications, re-suture is contra- 
indicated: (1) when more than three years have 
elapsed since the time of the injury to the nerve; 
(2) when extensive intraneural fibrosis was cn- 
countered at the first operation. 

5. The imperfect recovery of function and sensa- 
tion, which is almost invariable after secondary 
suture or re-suture, even under the most favorable 
circumstances, is due chiefly to: (1) disturbance of 
the internal anatomy of the nerve trunk; (2) the 
development of intraneural fibrosis. 

Care R. M.D. 
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MISCELLANEOUS 


BLOOD AND LYMPH VESSELS 
DeGaetano, L.: The Etiopathogenesis, Pathologic 
Anatomy, Physiopathology, and Surgical 
Treatment of True Aneurisms (Etio-patogenesi, 
anatomo-pathologica, fisio-pathologia e cura chirur- 
gicale degli aneurismi veri). Awn. ital. di chir., 1922, 
1, 593- 

The method of high ligation should be reserved 
for cases in which better methods are not applicable. 

In high ligation of the artery it is well to tie the 
vein also. 

Up to the present time the method which has 
been most successful is the removal of the aneuris- 
mal sac. This procedure gives the best assurance 
against the development of peripheral gangrene and 
the persistence or recurrence of local pain. 

Incision of the sac with ligation of the artery 
above and below before and after the incision should 
be resorted to only in the rare cases in which dis- 
section of the sac is impossible. 

Lateral suture is indicated after the removal of 
the sac only if the arterial walls near the orifice of 
communication are sufficiently normal to insure 
adequate regeneration of the vascular sheath. 

Surgeons experienced in vascular surgery have 
been obliged to abandon obliterative endo-aneuris- 
morraphy because of the difficulty in mobilizing the 
rigid thickened walls of the sac for suture. 

The use of arterial or venous transplants, which 
is indicated more definitely in cases of false traumatic 
and arteriovenous aneurisms, might be attempted 
but requires great technical skill. 

In the present state of our knowledge the surgical 
treatment of aneurisms should be standardized be- 
cause it comes within the scope of every surgeon. 
All surgeons should be proficient in high ligation, 
the removal of the sac, and removal of the sac 
followed by lateral suture. 

The future will show if the restorative and re- 
constructive aneurismorrhaphy of Matas and ar- 
terial and venous grafts offer unquestioned advan- 
tages over high ligation and extirpation of the sac. 

Contrary to the general belief, injuries are not 
the most frequent causes of aneurisms. For aneu- 
rismic dilatation some inflammatory process is 
necessary. Weakness of the arterial wall may be 
of mechanical or inflammatory origin, but as a rule 
both factors are responsible. W. A. BRENNAN. 


Silbert, S.: A New Method for the Treatment of 
Thrombo-Angiitis Obliterans. J. Am. M. Ass., 
1922, Ixxix, 1765. 

The fibrous scar tissue surrounding the blood 
vessels in thrombo-angiitis obliterans irritates the 
nerves or causes secondary nerve degeneration. In 
the lower extremity the nerves lie beside the blood 
vessels only below the knee. The femoral vessels do 
hot come into contact with the sciatic nerve. 


The various therapeutic measures for the relief of 
the pain of thrombo-angiitis obliterans include 
physical procedures to improve the circulation, 
such as baking, Bier’s hyperemia, and exercise, 
and surgical procedures such as arteriovenous anas- 
tomosis, ligation of the femoral vein, and the peri- 
vascular sympathectomy of Leriche. Since the 
sympathetic supply of the large vessels of the lower 
extremity comes off from the adjacent nerves at 
various levels along the course of the vessels, there 
is some doubt as to the value of perivascular sympa- 
thectomy. Favorable results from prolonged intra- 
venous administration of sodium citrate have been 
reported. Meyer advocates flushing with 8 to 10 
liters of Ringer’s solution through a duodenal tube 
and supplementing this with several daily sub- 
cutaneous injections and a diabetic diet. As a last 
resort amputation has been done to relieve the pain. 

The author advocates the injection of absolute 
alcohol into the nerve, as far toward the periphery 
as possible, and reports three cases of thrombo- 
angiitis which were temporarily relieved by such 
injection of the posterior tibial nerve at the level of 
the internal malleolus. When an injection into the 
ankle fails to give relief, one or both main nerves 
should be injected higher, perhaps at the lower level 
of the popliteal space. In order to prevent paralysis 
of the large calf muscles it is important to choose 
a level below the distribution of their nerves. 

Under aseptic conditions primary union will take 
place in the incised, poorly nourished tissues of the 
ankle. Before it is injected with the alcohol the nerve 
is exposed and anasthetized with procaine. Paral- 
ysis of the intrinsic muscles of the foot is a minor 
consideration. 

The author has treated five patients by the method 
described. One of these cases was not suitable as 
extensive gangrene made amputation necessary. In 
another, pain in the little finger was not relieved 
by an injection of the ulnar nerve in the hand, be- 
ing due undoubtedly to involvement of the nerve 
proximal to this point. Three patients have been 
relieved of pain in the foot for more than six months 
as the result of injection of the posterior nerve at 
the ankle. 

The author does not claim that the treatment 
described will cure the disease but recommends it 
as an efficient palliative measure. 

Wa ter C. Burket, M.D. 


INDUSTRIAL SURGERY 


Conn, H. R.: The Acute Painful Back Among In- 
dustrial Employees Alleging Compensable In- 
jury. J. Am. M. Ass., 1922, \xxix, 1210. 


Many persons erroneously yet innocently attri- 
bute non-traumatic backache to a traumatic cause 
because of popular opinion associating the two. 
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Because a backache gives no external symptoms, a Payment of Surgeon Withheld Because of Alleged 


patient in his anxiety to prove its existence is apt to 
exaggerate and claim symptoms not present. This 
psychological apprehension disappears if he is as- 
sured of the surgeon’s belief in the presence of 
the condition. 

The author has reviewed a series of 156 cases 
from an industrial hospital. In 92 per cent the pain 
was located in the lower back, below the level of 
the tenth dorsal vertebra. Certain cases were frank- 
ly traumatic while others were clearly non-trau- 
matic. In a third group the conditions might have 
been due to either traumatic or non-traumatic 
causes. Some of the traumatic cases may have had 
inherent weakness also as a factor. The non-trau- 
matic cases illustrate the necessity for a complete 
physical examination. 

A potential group consists of cases with postural 
or structural deformities predisposing to symptoms 
in the event of trauma. This group is composed of 
persons with hypermobility, asymmetrical limitation 
of motion, or rigid immobility. In some instances 
the posture may indicate the defect. The patient 
may give no history of trauma, but may state that 
he changed his occupation frequently to avoid 
heavy work. When once the assertion of trauma 
has been established, the patient usually remains 
compensable in spite of attempts at diagnosis. 
The author gives a good outline of routine examina- 
tion for use in dispensary work. 

Sacro-iliac relaxation is infrequent and usually is 
brought on by sudden strain on an uninjured back. 

Sacrolumbar lesions are intrinsic or extrinsic. 
The former are the more severe. There is usually a 
muscle spasm which is an attempt to straighten the 
exaggerated lordosis. | Marcus H. Hosart, M.D. 


LEGAL MEDICINE 


Malpractice in Treatment of Fracture. 
Pence (N. D.), 188 N. W., p. 167. 


A physician was employed to reduce a fracture of 
the arm. Fluoroscopic examination showed that 
the ulna was broken diagonally several inches below 
the elbow. 

On account of the swelling the fracture was placed 
in a sling and other first-aid treatment was given. 
Later, attempts were made to reduce the fracture 
by manipulation. Nine days after the accident the 
plaintiff was taken to a hospital where an operation 
was performed; the tissues of the forearm were sep- 
arated, the broken bone was placed in position and 
fastened with silver wire, and the arm put in a plaster 
cast. When the cast was removed five weeks later 
the elbow was stiff, and up to the time of the trial 
was still rigid. 

The Court held the evidence was sufficient to 
support a judgment for the patient. The physician 
complained that the award of $5,000 was excessive, 
but in view of the circumstances the Court held it 
was not so large as to indicate passion or prejudice 
and therefore affirmed it. Wiu1am E. Mooney. 


Warner vs. 


Malpractice. 
N. W., p. 1007. 

Hanson’s index finger on his left hand was cut by 
a saw. Dr. Haskell amputated the finger and 
dressed the stump. The stump healed but remained 
painful. Another operation was then performed. 
The wound healed properly and the patient did not 
return for treatment. 

When the patient failed to pay his bill by the 
end of about five years Haskell brought suit for the 
amount due. Hanson sought to defend on the 
ground of malpractice, producing medical testimony 
that the sensitive condition was caused by the end 
of a nerve or a bony projection in the stump of the 
finger which could probably be remedied by an 
amputation higher up. However, no one testified 
that the physician had failed to operate skillfully or 
that the sensitiveness resulted from improper medi- 
cal or surgical treatment. On the contrary it was 
agreed that such sensitiveness is not unusual and 
that another amputation would not certainly 
remedy the condition. 

The Court discovered nothing to show that the 
physician failed to exercise due skill and diligence 
and awarded him the full amount sued for. 

E. Mooney. 


Haskell vs. Hanson (Minn.), 188 


Suit for Damages for Alleged Failure to Remove 
Placenta. Krueger vs. Bossingham, 188 (Minn.), 
N. W., p. 324. 

The defendant physician in this case was called 
to attend a woman threatened with miscarriage. 
As the patient was then seven miles from her home 
he gave the necessary treatment and took her to 
her home. Three weeks later a four-months-old 
foetus was delivered, the physician being called a few 
hours afterward. With regard to the subsequent 
facts there was some dispute. The physician main- 
tained that he was told that the placenta had been 
expelled and had been thrown away but this was 
contradicted by the woman’s husband. At various 
times during the next ten days the physician was 
told by the husband and his wife that she had severe 
hemorrhages, chills, and headache, and on each 
occasion he gave assurance that she would be well 
in a few days. Her condition then became alarm- 
ing, and as he was away, two other physicians were 
called who caused the patient to be removed to a 
hospital. In the hospital, decomposed parts of the 
placenta were removed. The patient then im- 
proved but died sixteen days later. 

The medical experts called to testify differed. 
Those for the physician attributed the death to 
embolism, while the others attributed it to septi- 
cemia due to the presence of parts of the placenta 
in the uterus. The verdict of the jury was in favor 
of the administrator of the woman’s estate. 

The physician contended that Mrs. Krueger did 
not obey his instructions; that although he told her 
to stay in bed during the early treatments she 
attended to her household duties. There was no 
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evidence, however, that this was responsible for the 
miscarriage. 

The Court held that the jury could assume that 
the statements made to the physician regarding 
haemorrhages, chills, and headache called for treat- 
ment or action on his part, and that there was suffi- 
cient conflict of evidence as to whether the physician 
knew the placenta had not been expelled for the 
jury to determine where the truth lay. The con- 
ceded cause of the hemorrhages which persisted so 
long after the miscarriage was the decomposing 
placenta in the uterus. The verdict and judgment 
were affirmed. WILi1AM E. Mooney. 


Suit for Damages for the Alleged Leaving of 
Gauze in the Wound. Paro vs. Carter (Wis.), 
188 N.W., p. 68. 


When the plaintiff was 17 years old she was 
operated on for appendicitis by the defendant physi- 
cian. Two months later he opened the wound to 
discover why it did not heal properly. Soon after- 
ward the plaintiff went to a hospital and remained 
five weeks, but the wound did not heal until several 
months later. About three years later she was 
troubled with pain in her foot, and after consulting 
the defendant twice, went to another physician 
whose treatment caused the disappearance of the 


pain within a few weeks. Subsequently the patient 
fainted and a few months thereafter consulted 
another physician, complaining of severe pain in 
the abdomen. Later she consulted the defendant 
regarding this pain and he performed an operation. 
Subsequently another physician and the patient’s 
mother each removed two small pieces of gauze from 
the wound. Six months later another piece of gauze 
and a thick pasty material less than 2 in. long were 
removed. The wound then healed properly. 

The defendant testified that the gauze sponges 
were counted before and after the operation. 

The Court held that the operation was performed 
by the most approved method unless the evidence 
established that the gauze was not removed. Two 
nurses testified that an accurate count was made, 
and from other evidence the Court was convinced 
that the kind of gauze taken from the patient’s body 
was not that used at the hospital at the time of the 
operation. The plaintiff was a hysteric, and it is a 
recognized fact that persons of this type have 
manipulated wounds and placed substances therein. 

At least the plaintiff failed to prove by credible 
evidence that the defendant was responsible for the 
presence of the gauze later removed. Judgment for 
the physician was therefore affirmed. 

E. Mooney. 
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GYNECOLOGY 


UTERUS 


Cullen, T. S.: The Use of Sutures as Tractors in 
the Vaginal Operation for Prolapsus. Am. J. 
Obst. & Gynec., 1922, iv, 544. 

The author uses chromic catgut sutures as tractors 
in the vaginal operation for prolapsus. These 
sutures are of the figure-of-eight type and are placed 
in the body of the uterus after the vesico-uterine 
peritoneum has been opened. They are all tied, 
each successive lowest one being used as a tractor. 
The ends of the suture are then rethreaded, carried 
through the peritoneum and vaginal wall, and left 
untied until the cervical stump is amputated and 
the vaginal mucosa is sewed to it by figure-of-eight 
sutures. The results of this method have been 
excellent. 

The article is well illustrated. 

E. L. Cornett, M.D. 


Nyulasy, A. J.: Restoration of the Round Liga- 
ments in Retroversion of the Uterus. Med. J. 
Australia, 1922, ii, 517. 

The author splits the anterior peritoneum parallel 
with the round ligament and a little toward the 
bladder side, undermines the edges, and closes the 
opening with a pursestring suture. The outer limit 
of the suture is near the internal abdominal ring 
and the inner limit near the uterine cornu. This 
procedure pulls up the slack in the broad ligament 
as well as that in the round ligament. Nyulasy has 
used it in a number of cases with very good results. 

R. E. Curistie, M.D. 


Huggins, R. R.: Pre-Cancerous Conditions of the 
Cervix Uteri. Am. J. Obst. & Gynec., 1922, iv, 552. 


Erosion used to be called an ulcer, a term indicat- 
ing a loss of tissue, but as in reality there is an in- 
crease of tissue in this condition, it should be de- 
scribed as a sessile adenoma. The vaginal portion 
of the cervix is normally covered with many layers 
of a squamous epithelium continuous with that of 
the vagina. At or near the os externum the epithe- 
lium suddenly becomes cubical and is in fact the 
columnar glandular epithelium which lines the cer- 
vix and the body of the uterus and consists of a 
single layer of tall cells. These cells are continuous 
with the glands of the cervix which are numerous 
and lined with a single layer of columnar epithe- 
lium. The glands of the cervix are more compli- 
cated and larger than the glands of the uterus. In 
fact, the cervix is itself a gland and a structure 
quite apart from the body of the uterus. It is in 
connection with these glands or the columnar gland- 
ular epithelium lining the cervical canal that the 
pathology of erosion is of interest. 


The red patch which is so typical is due to an 
overgrowth and hypertrophy of the columnar cells 
lining the cervical canal which spread over and grow 
through the squamous epithelium normally covering 
the vaginal portion of the cervix. It is caused, not 
by destruction of tissue, but by the replacement of 
deep columnar cells over a wider area than normal. 
The bright red color is due to the fact that the sur- 
face is covered by only a single layer of cells which 
allows the bright color of the underlying blood ves- 
sels to show through. If a return to the normal 
occurs it comes from the removal of this surface by 
the normal squamous cells of the vaginal mucous 
membrane. When this happens the deep cells, gland- 
ular in type, become buried and covered over. Their 
natural function being to secrete, the formation of 
cysts is easily explained. Masses of small mucous 
cysts may occupy the surface of an erosion or ex- 
tend deeply into the tissue of the cervix. The 
marked tenderness so often noted in this condition 
indicates inflammatory change. 

The presence of cysts scattered throughout the 
cervix is common but their extent is often not ap- 
preciated until it is revealed by amputation or in- 
cision. 

Every woman who has borne children and has 
reached the age of 40 years should be examined for 
disease of the cervix. If such disease is found it 
should be treated. In some cases the treatment may 
be palliative, but often should consist in the removal 
of the diseased tissue. It must be borne in mind that 
cancer begins in a small way, perhaps in one single 
cell, and that while the cervix may present but 
slight evidence of disease, this may be sufficient in 
the presence of susceptibility and an acid medium to 
cause cancer. E. L. Cornett, M. D. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Sampson, J. A.: The Life History of Ovarian 
Hzmatomata (Hemorrhagic Cysts) of Endo- 
metrial (Muellerian) Type. Am. J. Obst. & 
Gynec., 1922, iv, 451. 


Next to leiomyoma of the uterus, the pathologic 
conditions arising from the implantation of epithe- 
lium which escapes from the fallopian tubes into 
the peritoneal cavity are probably the most common 
pelvic lesions found in women between the ages o/ 
30 and the menopause. During the last year thirty- 
seven cases of such lesions were found by the author 
in 170 abdominal operations for pelvic conditions 
in women between 30 and 50 years of age. If the 
epithelium escaping from the tube falls on suitable 
tissue, it develops into glands or tubules of endo- 
metrial (muellerian) type which generally react ‘o 
menstruation. These adenomata are usually found 
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on the structures which are most frequently in close 
contact with the fimbriated ends of the tubes, such 
as the lateral and under surfaces of the ovaries and the 
peritoneal surface of the structures in the cul-de-sac. 
Implantation adenomata may occur only on the sur- 
face of the ovary or ovaries, both in the ovaries and 
on the pelvic peritoneum, or on the pelvic peritoneum 
alone. 

The primary peritoneal implantations are usually 
small and insignificant but may spread and become 
invasive. 

The implantations on the ovary invade the tis- 
sues of that organ and, as a result of their reaction 
to menstruation, develop into superficial or deep 
haematomata (hemorrhagic or menstruating cysts) 
of endometrial (muellerian) type. The casting off 
of all of their epithelial lining by menstruation may 
cause their destruction before perforation occurs, 
but most of them rupture or perforate into the peri- 
toneal cavity. Perforation occurs in the superficial 
ovarian hematomata while they are still small, a 
few millimeters in diameter, and as the result of 
menstruation and perforation the entire epithelial 
lining may be cast off and the hemorrhagic cyst 
may disappear. 

The hamatomata developing in the deeper tissues 
of the ovary may attain a large size, several centi- 
meters in diameter, before perforation occurs. As 
the menstrual blood is retained in the cavity of the 
hemorrhagic cyst and in the stroma of its lining for 
a long time, many interesting histologic changes 
occur in the wall of the cyst in the attempt to absorb 
the menstrual blood and to reline the denuded sur- 
faces by epithelium from that which had not been 
removed by menstruation. The development and 
activities of the endothelial leucocytes, which act as 
scavengers, play an important part in the absorp- 
tion of the menstrual blood and the deposit of pig- 
ment derived from this blood in the walls of the 
hematoma. Perforation permits the contents of 
the hamatomata to escape into the peritoneal cav- 
ity, and temporarily relieves the embarrassment 
caused by its retention. The perforation is sealed by 
the adherence of the ovary or cyst to adjacent 
structures. The hematoma again fills up with blood 
at its reaction to menstruation, and repeated per- 
forations may occur, As the reaction to menstrua- 
tion is destructive, and as the repair and regen- 
cration of the epithelial lining is accomplished under 
great difficulties because of the retention of the 
menstrual blood, the ultimate tendency of the 
hemorrhagic cyst is retrogression. 

In its reaction to menstruation portions of the 
epithelial lining are cast off into the cavity of the 
hematoma, and therefore may be found lying free 
in its hemorrhagic contents. Adenomata of the 
endometrial type may be on the surface of the ovary 
about the perforation and in the tissue of the struc- 
tures adherent and adjacent to it as well as in situ- 
ations where the material escaping through the 
perforation lodges. This indicates that these ade- 
homata may be derived from the implantation of 


epithelium cast off by menstruation into the cavity 
of the hematoma and escaping through the perfora- 
tion. Implantations may arise from small as well 
as from large ovarian hematomata; generally the 
larger the hematoma and apparently the larger the 
perforation, the wider the distribution of the im- 
plantations. These secondary implantations often 
resemble normal endometrium more closely than 
the epithelial lining of the original ovarian hema- 
toma and are often more invasive and more closely 
resemble normal endometrium than the implan- 
tations found in the pelvis without evidence of an 
ovarian hematoma with perforation, i.e., those 
resulting from a primary implantation from or 
through the tube. For these reasons the author 
believes that in the development of pelvic implan- 
tation adenomata of endometrial type the ovary is 
an incubator or intermediary host, which in some in- 
stances may possibly impart greater virulence to 
the epithelium developing in it. However, it is not 
an essential intermediary host in the origin of all 
implantation adenomata of endometrial (muellerian) 
type. 
It is possible that primary ovarian and peritoneal 
implantations (those developing from epithelium 
escaping from the fallopian tube) arise from both 
tubal and uterine epithelium. This was suggested 
by the specimens studied by the author. Histologic- 
ally these implantations may be divided into three 
groups. The first are those consisting of glands or 
tubules and dilated tubules which often are lined by 
ciliated epithelium and are without the character- 
istic stroma of normal endometrium, or show stroma 
poorly developed. The structure resembles that of 
the mucosa of a primary adenomyoma of the tube 
and strongly suggests that the implantations might 
have been derived from the epithelium of the fallo- 
pian tube. In the second group the adenomata con- 
sist of stroma and glands similar to those of normal 
endometrium. The histologic picture strongly sug- 
gests that these were derived from uterine epithe- 
lium escaping through the lumen of the fallopian 
tube, i.e., from menstruation with a back-flow into 
the peritoneal cavity or from portions of tubal 
mucosa which had reacted to menstruation. In the 
third group the picture suggests a mixture of ade- 
nomata of tubal and uterine type or represents 
transitional stages from one to the other. 

The epithelium of the ovarian hamatomata or 
hemorrhagic cysts may also suggest either a tubal 
or a uterine origin. 

In cases with implantation adenomata in the 
pelvis associated with an ovarian hematoma show- 
ing evidence of perforation both primary implan- 
tations from or through the fallopian tubes and 
secondary implantations from the ovarian hema- 
toma may be present, but the latter probably pre- 
dominateas a rule. 

It is difficult to determine the factors which favor 
the implantation and growth of tubal and uterine 
epithelium on the surface of the ovary and on the 
peritoneum. As implantations result from the per- 
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foration of the ovarian hematoma containing men- 
strual blood, this may be an important agent in 
facilitating the development of these implantations. 
Therefore menstruation with a back-flow through 
the tubes into the peritoneal cavity may be an 
important contributory factor. The implantations 
are frequently found in patients with retroflexion of 
the uterus, leiomyomata, and uterine polyps, con- 
ditions which, when the tubes are patent, might 
favor retrograde menstruation. 

The reaction of the lining of ovarian hematomata 
of endometrial type to menstruation, pregnancy 
(one case), and old age (two cases), was similar to 
that of the uterine mucosa. 

The author believes that the implantation ade- 
nomata in the ovary derived from tubal and uterine 
epithelium are the source of many ovarian cysts and 
carcinomata and is convinced that two of the latter 
in the cases studied arose from this source. 

E. L. Cornet, M.D. 


Hoon, M. R.: Solid Carcinoma of the Ovary. Anu. 
Surg., 1922, Ixxvi, 768. 

Thirty-seven cases of solid carcinoma and two 
cases of solid sarcoma of the ovaries were found in 
the examination of malignant tumors of the ovary 
at the Mayo Clinic between January 1, 1910, and 
August 1, 1921. These tumors were solid through- 
out or contained only relatively small cysts due to 
degeneration and necrosis or retention. All cases of 
benign or malignant ovarian cysts, dermoids, etc., 
were excluded. As during the same period of time 
4,175 tumors of the ovary were removed, the 
malignant tumors constituted 0.93 per cent of all 
ovarian neoplasms. During the same period 540 
malignant ovarian tumors were removed, and of 
these 0.086 per cent were solid. 

The most common symptoms were pain, tumor, 
ascites, loss of weight and strength, anorexia, and 
bladder and rectal disturbances. Pain, which was 
present in thirty cases, varied in type and location. 
As a rule it was located in the lower abdomen and 
pelvis, but occasionally occurred in the lumbar or 
sacral region of the back and radiated down the 
groin. It was usually described as a constant dull 
ache or a bearing down or dragging sensation. 
Occasionally it was sharp and severe because of 
twisting of the pedicle; it then resembled the colic 
due to renal or ureteral calculus. Twenty-two of the 
patients had tumors. In twenty cases the tumor 
was discovered by the patient herself, in seven it 
was discovered by the family physician, and in ten 
it was not discovered until the time of examination 
at the Clinic. The general health of thirty-five of 
the patients was below normal or very poor. Eight- 


teen had a loss of weight ranging from 5 to 36 lbs. 
Frequency, burning, painful urination with pelvic 
pain, and pressure were the most common symp- 
toms. 

Physical examination usually revealed the tumor 
in the pelvis. Often it extended above the brim, and 
at times it almost filled the entire abdomen. Fixa- 
tion in such cases may be due to extension of the 
growth to the pelvic wall or adjacent viscera, or to 
inflammatory adhesions. The blood picture shows 
varying degress of secondary anemia as in malig- 
nancy in other parts of the body. 

The clinical diagnosis of solid carcinoma of the 
ovary is rarely made definitely. As a rule the sur- 
geon must wait for the pathologist's diagnosis. The 
differential diagnosis includes the consideration of 
benign and malignant ovarian cysts, ovarian fibro- 
mata and dermoids, fibromata of the uterus, retro- 
peritoneal tumors, and tumors of a displaced 
kidney. 

Exploratory operation should be offered to all 
patients, even when there is ascites, unless metas- 
tasis can be definitely demonstrated. Palpation of 
an enlarged nodular liver, enlarged hard inguinal 
or pelvic glands, or extension with induration of the 
broad ligaments indicates a condition which cannot 
be relieved by operation. Roentgenograms of the 
chest and pelvic bones make it possible to detect 
metastasis to these regions. When metastases are 
present, radium and the roentgen ray may tem- 
porarily relieve the pain and suffering and prolong 
life for a short time. Periodic abdominal paracen- 
tesis may be necessary on account of the re-ac- 
cumulation of fluid. In cases suitable for surgery 
postoperative applications of radium in the vagina 
and rectum and applications of the roentgen ray 
to the abdomen and back are of value if recurrence 
is feared because it was impossible to remove all of 
the malignant tissue. When recurrence takes place, 
radium and the roentgen ray are of little value 
even as palliative measures. 

The prognosis of solid carcinoma of the ovaries 
is comparatively poor. Formerly, this tumor was 
believed to be relatively benign, but recent writers 
agree that it is more malignant than was indicated 
by previous reports. Of the patients whose cases 
are reviewed in this article only three were living 
and well after the five-year period, the length of 
time since the operation being five and one-hall, 
seven and one-half, and nine years respectively. 
Two were living and well after three years, two 
after two years, two after eighteen months, and two 
after ten months. Six patients died within sis 
months, nine within one year, and four within 
two years. 
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PREGNANCY AND ITS COMPLICATIONS 


Norris, C. C., and Murphy, D. P.: Pregnancy in the 
Tuberculous; with the Report of 166 Cases. Am. 
J. Obst. & Gynec., 1922, iv, 597. 


The conclusions drawn by the authors on the 
hasis of the 166 cases reviewed are as follows: 

1. The combination of pregnancy and pulmonary 
tuberculosis is common. 

2, Pulmonary tuberculosis exerts little or no in- 
fluence against conception. 

3. Pulmonary tuberculosis exerts but little in- 
fluence on the course of pregnancy, and except in 
the advanced stages exerts little or no influence 
toward causing abortion, miscarriage, or premature 
labor. 

4. About 20 or 30 per cent of cases of mild, 
quiescent pulmonary tuberculosis and 70 to go per 
cent of more advanced cases exhibit exacerbations 
during pregnancy or the puerperium. 

5. Marriage is worse for the tuberculous woman 
than for the tuberculous man because of the dangers 
incident to pregnancy. 

6. Unless the pulmonary lesions have been quies- 
cent for a moderately long period, the tuberculous 
woman should not marry. 

7. Tuberculous women should not become preg- 
nant unless the disease is in the first stage and has 
heen quiescent for a minimum period of two years. 

8. It is as yet impossible to determine with cer- 
tainty which case will bear the added strain of 
pregnancy well and which will not. Moderately 
extensive lesions, extension, especially to the larynx, 
loss of weight, fever, hemorrhage, sweats, lack of 
vigor, and inability to obtain proper treatment are 
unfavorable. 

9. Prior to the fifth month of pregnancy the 
uterus should be emptied if there is any indica- 
tion that the disease is becoming active. Curettage 
during the first six or eight weeks, and in the later 
cases vaginal hysterotomy are the methods of 
choice. It must be remembered, however, that 
abortion can be induced without the induction of 
general anesthesia and that the necessity for the 
use of a general anesthetic in vaginal hysterotomy 
may outweigh the advantages of the procedure. 

10. About 65 to 70 per cent of suitable cases will 
be benefited by this treatment provided it is em- 
ployed as soon as acute symptoms arise and proper 
after-treatment is instituted. Late intervention, 
i.e., a week or more after the onset of the exacerba- 
tion, has given less satisfactory results. 

11. Sterilization is not justifiable as a routine 
procedure. Furthermore, as a routine procedure it 
is not advisable as in many cases it will be more 
expedient to empty the uterus without the use of an 


anesthetic. Apart from the dangers of a general 
anesthetic, sterilization prolongs the operation and 
generally adds to its gravity. If the patient’s con- 
dition is poor, it is useless, and if she improves, as 
a result of the emptying of the uterus, it is better to 
perform the sterilization at a later date when she is 
in better condition. 

12. After the fifth month of pregnancy it is 
generally advisable to treat expectantly. Labor 
should be made as easy as possible. The induction 
of labor two weeks before term may be advisable; 
rarely, if ever, should the patient be allowed to go 
beyond term. During labor the use of forceps or 
version is often indicated. 

13. Infants should not be allowed to nurse from 
tuberculous mothers, and should be especially guard- 
ed from infection. 

14. Hygienic and dietary treatment should be 
employed at all times. The patient should be kept 
under close observation and examined by a com- 
petent internist at regular and frequent intervals. 

15. In the great majority of cases, even in those 
in which the symptoms are first observed during 
pregnancy, the tuberculosis preceded the pregnancy. 

E. L. Cornetr, M.D. 


LABOR AND ITS COMPLICATIONS 


Haskell, C. C., and Rucker, M. P.: The Action of 
Ergot and Solution of Hypophysis on the 
Uterus. Am. J. Obst. & Gynec., 1922, iv, 608. 


From the findings of experiments it seems fairly 
safe to conclude that pituitary solution affects the 
uterus of the cat and the dog more powerfully than 
ergot and is more apt to cause either tetanus or an 
increase in tone which is similar in its effect on 
intra-uterine pressure. Therefore in the early stages 
of labor it is more dangerous than ergot. 

In no clinical case did the use of ergot elicit 
tetanic contractions of the uterus in the first stage 
of labor. This is at such variance with expectations 
based on clinical experiénce that the authors are 
at a loss to interpret their results. At first they 
were inclined to assume that the drugs used were 
inert, but this was disproved by testing them upon 
animals and by the fact that the results obtained 
with other lots of ergot were practically the same. 
They therefore conclude that there is a great deal 
of variation in the response of human uteri to ergot 
and pituitary solution and that the disastrous re- 
sults sometimes following the use of these drugs 
occur in cases in which the uterus is particularly 
sensitive to their effects. The authors have found 
such uteri in their work with animals. A certain 
number of cases may be attributed to the sensitiza- 
tion of the uterus by repeated doses of ergot as 
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noted by Edmunds and Hale. The authors have 
seen no such phenomenon in clinical cases but in 
the laboratory have noticed a marked variation in 
the response of the same uterus to ergot. 

Next to the ease and promptness with which a 
tetanic contraction of the uterus is elicited by 
pituitary solution, the most interesting feature of 
the action of this drug is the variation in the latent 
period. It has often been noted clinically that the 
effect of the solution is the more prompt and ener- 
getic the closer the patient is to term. This has 
been borne out by the authors’ observations. When 
it was necessary to induce labor in the seventh 
month the latent period was four minutes, while at 
term it was two minutes. In the third stage six 
minutes elapsed after the injection of the solution 
before a response was noted, while after the delivery 
of the placenta the iatent period was eight minutes. 

The authors’ conclusions are as follows: 

1. It can be readily demonstrated by animal ex- 
perimentation that the action of ergot and pituitary 
solution upon the uterus is the same if the doses of 
ergot used are sufficiently large. 

2. The action of pituitary preparations is much 
more powerful than that of ergot. This is readily 
shown both by experiments upon animals and 
observations in clinical cases. 

3. It is a common clinical finding and abundantly 
proved by laboratory experiments that the action 
of both drugs varies greatly in different persons. 

E. L. Cornett, M.D. 


Kosmak, G. W.: Intra-Uterine Rupture of a Vela- 
mentous Umbilical Cord. Am. J. Obst. & 
Gynec., 1922, iv, 619. 


A primipara in the eighth month of pregnancy had 
gone through a mild degree of toxemia of the neph- 
ritic type which had responded favorably to treat- 
ment. The placenta presented infarct formation 
which undoubtedly led to its separation. The ad- 
ministration of castor oil was probably a contribu- 
tory factor. With the separation of the placenta 
there was laceration of a portion of the velamentous 
cord. It is probable that the sudden gush of blood 
came from the placenta as there was insufficient 
dilatation of the cervix and no evidence of placental 
separation at the lower pole to account for a hemor- 
rhage of this severity. A fact of interest is that the 
patient did not experience the pain usually associ- 
ated with premature separation of the placenta. 
The baby died from asphyxia due to the intra- 
uterine hemorrhage from the cord. The velamen- 
tous cord was inserted at the upper pole of the 
placenta whereas in most of the reported cases this 
anomaly was present in the region of the cervix and 
rupture occurred as the cervix dilated. The patient 
made an uneventful recovery after cesarean section. 
The wound healed by primary union and there was 
no shock. Subsequent examination of the urine dis- 
closed nothing abnormal. 

The frequent association of velamentous cord 
insertion with placenta previa should be borne in 
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mind. Irregular bleeding at the end of the first stage 
of labor should lead us to suspect this condition if a 
lateral placenta was believed to be present and was 
not found on careful examination, especially when 
the presenting part is well engaged. 

With regard to the treatment the author states 
that when the accident occurs in primipare and is 
associated with such a severe hemorrhage as in the 
case reported, due to another cause, cesarean sec- 
tion is the method of choice. 

E. L. Cornett, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Piper, E. B.: The Treatment of Puerperal Sepsis by 
the Use of Mercurochrome Intravenously; With 
a Report of Animal Experimentation in Chem- 
ical Disinfection of the Blood. Am. J. Obst. © 
Gynec., 1922, iv, 532. 

A 1 per cent solution of mercurochrome is pre- 
pared with sterile distilled water. As it has been 
shown by other investigations, which the author's 
experience corroborates, that the drug soon loses its 
strength, it is always freshly prepared just before 
it is to be used and put up in 30- to 50-c.cm. ampules. 
The solution should never be employed unless it is 
absolutely clear. It is injected very slowly by means 
of a fine needle and a large syringe at a temperature 
as near 100 degrees F. as possible. Formerly the 
patient was given a dose of magnesium sulphate at 
the end of twelve hours, but this is no longer done 
as it appears to eliminate the drug before it has a 
chance to exert its germicidal effect. Heat is applied 
externally for the chill, and bismuth mixture is given 
as an intestinal sedative to overcome the diarrhoea 
if it continues long. A careful record of the ex- 
cretion of urine is kept. The administration of the 
mercurochrome may be repeated, but is never done 
as long as there is any sign of dye in the urine or 
feces. As many as five doses have been given. 
Occasionally salivation occurs. 

The reaction following the intravenous injection 
of mercurochrome is analogous to that oberved after 
the introduction of serum, bacteria, or sterile milk 
by a similar route and can probably be explained in 
the same way. Some of the action of the drug may 
be due to the immobilization or inhibition of the 
circulating bacteria; possibly also to their direct 
destruction by the drug, as in the test tube, aided 
by the increase in the leucocytes which always 
accompanies a reaction following an injection. It 
is possible also that mercurochrome reduces the 
number of circulating organisms by combating them 
where the infection localizes. The chemical is of the 
greatest value in local infection. 

The conclusions drawn by the author are as 
follows: 

1. There are certain cases of puerperal septicemia 
so fulminating and virulent that no treatment can 
save life. 

2. The use of antistreptococcus serum has ap- 
peared to be of great value in some cases. Frequently 
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repeated small blood transfusions and certain meth- 
ods of intravenous medication are of benefit. 

3. Asolution of mercurochrome given intravenous- 
ly in the proper dosage appears, in some cases, to be 
of great value and to have no deleterious effects. 

4. Puerperal septicaemia is so serious that heroic 
measures are justified. E. L. Cornett. M.D. 


Bruett, H.: The Surgical Treatment of Puerperal 
Gas Bacillus Infection of the Uterus: Physo- 
metra: (Beitraege zur Kenntnis und zur chirurgi- 
schen Behandlung der puerperalen Gasbrandinfek- 
tion des Uterus: Physometra). Arch. f. Gynaek., 
1922, CXVI, I. 

The pathologic anatomy and the clinical aspect 
of gas bacillus infection of the uterus are described 
in detail on the basis of six cases. Frankel’s bacilli 
were demonstrated as the excitants in every instance. 
Removal of the uterus resulted in a cure in only one 
case. 

The typical clinical picture of general gas bacillus 
infection with pronounced icterus was present in 
only one case. In three cases icterus was entirely 
absent in the beginning, but appeared in the sub- 
sequent course of the disease. In one case the gas 
bacilli were not demonstrated in the blood until 
just before death. In many cases the urinary find- 
ings are of great importance in the diagnosis. In 
very severe cases the urine is almost black and has 
the consistency of varnish. It may also contain gas 
bacilli. The route of dissemination of the gas bacil- 
lus is almost exclusively along the lymph channels. 


The prognosis of surgical treatment in cases of 
puerperal gas bacillus infection may be considered 
as relatively favorable if general infection does not 
result. In gas bacillus peritonitis without general 
infection the results of drainage are not entirely un- 
favorable, but in general gas bacillus infection with- 
out symptoms of peritonitis operative interference 
is usually futile. THALER (Z). 


NEWBORN 


Joyce, C.: Patent Foramen Ovale. Med. J. Australia, 
1922, ii, 529. 

The author reports two cases of patent foramen 
ovale. One was that of a female child of six months 
who had severe bronchitis with a patch of pneumonia 
at the base of the right lung. Cyanosis had been 
present since birth. A systolic murmur was heard all 
over the chest and the apex beat at the fifth inter- 
space on the right side. The abdominal viscera 
were in normal position. 

The other case was that of a girl of 9 years who 
had always been very poorly nourished and when 
examined by the author was extremely emaciated. 
This patient also had been cyanosed since birth. A 
diagnosis of pneumonia of the right lung and a 
patent foramen ovale was made. 

In the first case only water was given during the 
febrile period, and in the second only water and 
orange juice were allowed. Both patients recovered. 
The author states that he has never regretted the 
use of the starvation method of treatment during 
the febrile stage of disease. R. E. Curistir, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Keller, O.: Traumatic Subcutaneous Rupture of 
the Kidney (Sur la rupture sous-cutanée trauma- 
tique du rein). Arch. d. mal. d. reins et d. organes 
génilaux-urinaires, 1922, i, 137. 


Subcutaneous traumatic rupture of the kidney is 
a rare lesion, being found in less than 1 per cent of 
surgical cases. According to Keller, the records of 
the Municipal Hospital at Copenhagen show forty- 
three cases in a total of 83,000 surgical cases treated 
during the last twenty-six years. The right kidney 
appears to be more frequently involved than the 
left, and the condition occurs much more frequently 
in men during the working years than in women or 
children. 

The rupture may be direct or indirect. The 
majority of the cases referred to by Keller are direct 
injuries. A direct rupture is due to compression of 
the organ by the thoraco-abdominal wall and 
associated internal hydraulic pressure in the kidney. 
Frequently the twelfth rib is fractured by its com- 
pression against the transverse process of the first 
lumbar vertebra. 

The lesions may be classified according to their 
degree and extent as: (1) superficial lesions of the 
capsule and cortical substance not involving the 
calices; (2) ruptures involving the calices or the 
pelvis, which are generally localized on the posterior 
surface of the kidney; (3) complete crushing of the 
kidney, which is generally associated with other 
severe injuries; (4) injuries of the pedicle or the pel- 
vis, which are often combined with some of the 
foregoing conditions. 

The most common complication is fracture of the 
twelfth rib, but other ribs also may be fractured. 
Another common complication is peritoneal rupture 
with the discharge of blood and urine into the 
cavity. 

The general symptoms of syncope and shock mask 
the local symptoms. In many cases, even when the 
injury is severe, the subject may be able to walk and 
to work. On the other hand, a slight rupture may be 
followed by immediate collapse. Vomiting may be 
the first sign of peritoneal injury. The local signs 
are a skin abrasion at the point of injury, swelling 
in the lumbar region, and dullness on palpation when 
an effusion collects. The kidney is sensitive to pres- 
sure and the pain is lancinating and colicky. 

Hematuria occurred in 95 per cent of the reported 
cases. It does not indicate the extent of the hemor- 
rhage, and in the extremely serious cases, such as 
those in which there is a total rupture of the pedicle 
or the ureter or the pelvis of the kidney is obstructed 
by clots, it may not be observed. Traumatism may 
be followed by polyuria or complete anuria. 


When hematuria is present it may be very difii- 
cult to refer it to the kidney rather than to the 
bladder unless there are other symptoms. On ac- 
count of the risks of infection, cystoscopy is justified 
only in cases which are to be operated upon im- 
mediately. Hamaturia therefore is of only relative 
value as an indication of the gravity of the condition; 
perirenal tumefaction and effusions are of greater 
importance. 

According to different authorities, the mortality 
of non-complicated traumatic subcutaneous rupture 
of the kidney varies from 15 to 27 per cent. The two 
principal dangers are hemorrhage and infection, 
which are responsible for 45 and 4 per cent of the 
deaths respectively. 

Up to 1876 the treatment was usually non-opera- 
tive. The first nephrectomy for this lesion was 
done in 1883. Slight injuries should be treated con- 
servatively, operation being reserved for those which 
are in immediate danger. 

In 478 conservatively treated cases reported in 
the literature up to 1908 there were sixty deaths 
from hemorrhage, thirty-eight from infection, and 
nine from other causes. The opinions of surgeons 
vary greatly as regards the indications for operation 
and the time at which it should be performed. In 
the conservative treatment the risks of hemorrhage, 
infection, and other complications are greater than 
in operative treatment. 

The majority of surgeons do not hesitate to 
operate when a peritoneal injury is associated with 
the renal injury. The most auspicious time is im- 
mediately after the cessation of the initial shock. 
Nephrectomy is indicated in cases of: (1) pedicle 
lesions causing trophic disturbances; (2) extensive in- 
fection; (3) contusions destroying all functional tis- 
sue; and (4) lesions necessitating a quick operation. 
Conservative operation consists of tamponing, 
suturing, and drainage, or nephrotomy. 

Short histories of forty-three cases collected by 
the author are given. In six of these cases in which 
a nephrectomy was done there were two deaths. 
Two patients treated by nephrotomy recovered. In 
the thirty-five cases not operated upon there were 
four deaths. W. A. BRENNAN. 


Eggers, H.: The Surgery of Horseshoe Kidney (Zur 
Chirurgie der Hufeisenniere).  Zéschr. f. urol. Chir., 
1922, ix, 427. 

The number of cases in which anatomically non- 
pathologic horseshoe kidneys are divided in the pres- 
ence of the Rorning syndrome is increasing. In the 
case reported by Eggers the symptoms pointed to 
a concretion and infection in the pelvis of the leit 
kidney. A malformation of the kidney was not 
suspected. After the removal of the stones hy 
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pyclotomy it became apparent that the ureter 
passed over the lower pole of the kidney and that 
nephropexy was indicated to improve excretion. 
The left kidney was connected to the right by an 
isthmus 3 cm. wide and o.5 cm. thick. 

The division was done without difficulty with the 
use of two clamps and cauterization of the cut 
surfaces with the Paquelin cautery. From the drain 
there was only a slight transient discharge with a 
urinous odor. The kidneys did not rebound to the 
normal sites after their division, as in Rossing’s 
case. A subsequent pyelographic examination re- 
vealed dilation of the right renal pelvis and a low 
position of the kidneys. Fixation of the right kidney 
was not attempted during the operation because 
it was regarded as advisable to await the operative 
result on the left kidney on account of the presence 
of a urinary infection. The result was completely 
successful on the left side but on the right side 
there was incarceration of the kidney which re- 
quired correction by nephropexy. 

The author assumes that the abnormal course of 
the ureter at least favored, if it did not cause, the 
dilation of the pelvis of the right kidney and the 
stone formation in the left. Therefore in every case 
of pathologic horseshoe kidney the course of the 
ureters should be determined and unless a serious 
lesion necessitates the extirpation of one-half of the 
kidney the division of the isthmus should be followed 
by nephropexy. JANSSEN (Z). 


Wossidlo, E.: Cystic Kidney (Zur Cystennicre). 
Zischr. f. urol. Chir., 1922, x, 385. 


Three cases of cystic kidneys are reported. The 
clinical symptoms were mainly renal haemorrhages 
and colicky pains. The bleeding kidney was ex- 
tirpated in every case and the patient survived the 
operation for several years in spite of the fact 
that the other kidney also underwent cystic degen- 
eration. 

The first case was that of a man 39 years old who 
had a slowly growing tumor in the right kidney 
region. Cystoscopic examination showed blood in 
the urine coming from the right ureter. At operation 
the moderately enlarged organ was found to be 
completely infiltrated by cysts. None of the cysts 
was larger than a walnut. One of them contained 
a stone. The renal pelvis and ureter were negative. 
Four years later the patient was clinically well but 
the formerly impalpable left kidney had become 
distinctly palpable. 

The second case was that of a woman 48 years 
old who had a sudden severe hemorrhage and re- 
peatedly passed small concretions. On the left side 
was a nodular tumor as large as an infant’s head. 
Cystoscopic examination revealed normal urine 
coming from the right ureter and pure blood from 
the left. A left nephrectomy was done. The kidney 
removed was markedly cystic and showed only 
slight amounts of parenchyma. The remaining 
kidney functioned normally soon after the opera- 
tion. but in the succeeding weeks grew rapidly and 


became visible in the roentgenogram as a large 
shadow. Soon thereafter the severe colics associated 
with hemorrhages recurred. The patient was still 
alive three years after the operation, but occasion- 
ally had severe clinical symptoms. 

In the third case hematuria and a renal tumor on 
the left side were the first indications of the con- 
dition. The cystoscope revealed blood issuing from 
the left ureter. The urine from the right ureter was 
normal but the right kidney was palpable as a 
distinct tumor. Removal of the left kidney was 
followed by recovery. Nine months later the en- 
largement of the right kidney had increased con- 
siderably. Pneumoradiography revealed a large 
renal tumor with pronounced multiple humps. 
Transient, slight renal hemorrhages occurred. Two 
years after the operation, the patient was still alive 
but the symptoms persisted. 

Regarding the indication for operation in this 
type of case Wossidlo takes the position that surgi- 
cal interference is indicated only by hemorrhage 
which threatens life and then only if the other 
cystic kidney is functioning properly. The correct 
diagnosis can be made in early cases by pneumo- 
radiography of the kidney bed. Careful histologic 
study is important as a true tumor growth may 
be associated with the cyst formation. 

Bruetrt (Z). 


DeBerne-Lagarde, R.: The Histologic Lesions 
of Experimental Aseptic Hydronephrosis (Les 
lésions histologiques de ’hydronéphrose expérimen- 
tale aseptique). Arch. d. mal. d. reins et d. organes 
génitaux-urinaires, 1922, i, 168. 


The majority of writers consider the nephritis of 
experimental hydronephrosis as due to the epithelial 
lesions, but others attribute it almost exclusively 
to the mechanical factor and regard proliferation 
of connective tissue as a direct result of infection. 
English and American pathologists consider the 
vascular elements of great importance. 

The author has caused experimental hydrone- 
phrosis in white rats by obliterating the ureters. He 
obtained aseptic hydronephrosis in six of fourteen 
such experiments, hydronephrosis with slight in- 
fection in three, pyonephrosis in two, suppurative 
hzmatonephrosis in four, and renal atrophy in one. 
This experimental work led to the following con- 
clusions: 

1. The histologic lesions observed in a kidney 
attacked by aseptic experimental hydronephrosis 
evolve in two successive phases: (1) mechanical 
distention of the tubes by the retained urine, a 
distention which is unequally distributed in the 
tubes; (2) atrophy of the wall of the tubes. If in 
this second phase the connective tissue predomi- 
nates, the cause of it resides alone in tubular atro- 
phy. Up to the last period the glomeruli remain 
intact. 

2. In cases of aseptic experimental hydrone- 
phrosis the other kidney remains entirely normal. 

W. A. BRENNAN, 
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Blum, V.: The Diagnosis of Small Concretions in 
the Renal Pelvis and Ureter (Zur Diagnostik 
kleiner Konkremente im Nierenbecken und Harn- 
leiter). Zischr. f. urol. Chir., 1922, x, 528. 


In cases of stones in the kidney and ureter the 
number of incorrect and doubtful diagnoses based on 
roentgenograms is no greater than 2 to 5 per cent, 
but it is just in these cases that the determination 
of the renal disease and the causes of the attacks 
of pain is most difficult. 

The demonstration of concretions depends upon 
the shadow picture in the plate, the identification 
of the shadows as those of renal and ureteral stones. 
and the accurate determination of the position of 
the stones. A stone may be invisible in the roent- 
genogram because of its small size or its chemical 
composition, because it lies in a cavity filled with 
fluid, or because there is an excessive development 
of fat in the region of the kidney. 

Conditions causing shadows in the kidney region 
and along the course of the ureter which may lead 
to errors in diagnosis include calcified glands, phleb- 
oliths, calcification of the pelvic ligaments, artefacts 
in the roentgen plate, and foreign bodies in the 
intestine. 

Concretions smaller than a caraway seed are 
difficult to find in the roentgenogram if the subject 
is fat, but may be the cause of typical colic and he- 
maturia. 

In every pyelotomy for a visible concretion the 
entire surgical pelvis of the kidney should be sounded 
with suitable instruments in order that all small 
concretions present may be discovered. Uric acid 
stones, which are permeable to the rays, may be 
demonstrated by impregnating them with collargol 
(Kuemmell), by inflating the renal pelvis with air, 
and by pneumoradiography of the kidney bed. As 
stones in a cavity filled with fluid may escape 
roentgenological demonstration, a second exam- 
ination should be made after the residual urine 
has been emptied from the renal pelvis and the 
bladder. 

In every case in which clinical observation 
suggests the possibility of stone formation the 
combination of radiography with the introduction of 
a shadowgraph catheter and pyelography is recom- 
mended for the identification of suspicious shadow 
formations with stones lying in the region of the 
kidney and in the course of the ureter. 

GRAUHAN (Z). 


Ciminata, A.: The Transplantation of Free Muscle 
into the Nephrotomy Wound (Freie Muskel- 
transplantation in die Nephrotomiewunde). Zischr. 
f. urol. Chir., 1922, ix, 433. 


Of the various operations on the kidney nephrot- 
omy is followed by the greatest number of fatalities 
from secondary hemorrhage. The incisions planned 
to avoid section of blood vessels (Zondeck, .Hauch, 
Marwedel) have not been successful in improving 
the conditions. The statistics of Tschaika based on 
ninety cases of secondary hemorrhage after nephrot- 
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omy show that secondary nephrectomy was neces- 
sary in forty-one cases, and in spite of this pro- 
cedure eight of the patients died. Of forty-nine 
patients treated conservatively fifteen died. Pack- 
ing prevents an immediate secondary hemorrhage 
but may become loosened. It also interferes with 
primary healing of the wound. Experiments have 
been made with resorbable packing material such 
as fat and fascia, by Kuemmell. Not only a me- 
chanical but also a thrombokinetic effect has been 
ascribed to this material. 

Muscle substance has been applied to arrest 
hemorrhage from bone cavities (Schulzen), the 
cranial bones (Borchardt), sinuses (Stieda), and 
wounds of the heart (Laewen). In experiments on 
twenty dogs the author packed nephrotomy wounds 
with pedunculated and free muscle flaps. The im- 
planted muscle flaps healed into the incisions in the 
kidney relatively rapidly, even when the renal pel- 
vis was opened. The flap then became necrotic and 
organized without any signs of regeneration, while 
sections projecting into the pelvis of the kidney 
become necrotic throughout. 

From the surgical and functional standpoints it 
was interesting to note that only a few sutures were 
necessary for complete hemostasis, the kidney was 
not injured by the operative procedure or the few 
loosely knotted sutures, and the functional test of 
the kidney operated upon was satisfactory. ‘The 
piece of the transplant which projected into the 
pelvis of the kidney became necrotic and macerated 
by the urine and passed off, whereas the muscle 
substance which had healed in was replaced by con- 
nective tissue. 

The transplant was taken from the extensor 
muscles of the back. 

The procedure described has not yet been applied 
to man but it is recommended for aseptic cases in 
which a medium large incision is made in a well- 
preserved parenchyma, such, for example, as cases 
of very small stones in the pelvis of the kidney. 
JANSSEN (Z). 


Hunner, G. L.: Ureteral Stricture: An Important 
Etiological Factor in the So-Called Essential 
Hematurias. J. Am. M. Ass., 1922, Ixxix, 1731. 


Hunner reports his experience with cases of renal 
hematuria of the so-called essential type. He calls 
attention to the fact that we are indebted for our 
present knowledge of the subject to the work of 
Israel. Most writers have followed Israel in ascrib- 
ing the severe attacks of pain and macroscopic 
hematuria to heightened intrarenal pressure due 
to rigiditv of the capsule, circulatory stasis, or in- 
flammatory congestion, or a combination of these 
factors. In every instance there is a background 
of focal, diffuse interstitial, or parenchymatous 
nephritis. 

The object of this article is to call attention to 
the important réle that ureteral stricture probably 
assumes in many of these cases. Hunner refers 
briefly to his experience with ureteral stricture in 
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the causation of various nephropathies and states 
that in eighteen of his cases of essential hematuria 
ureteral stricture was demonstrated. 

Israel’s. main conclusions, ten in. number, are 
stated and briefly commented upon in an endeavor 
to establish a new point of view as to the etiology 
of the nephritis in a large proportion of these hitherto 
imperfectly understood cases. 

A careful analysis of Israel’s fourteen cases leads 
Iiunner to the conclusion that ureteral stricture 
was probably present in eleven. 

Hunner emphasizes the fact that symptomless 
renal bleeding is often due to renal tumor. While 
exploratory operations for the determination of the 
cause of the haemorrhage should be less frequent 
in the future, one should not hesitate to explore a 
bleeding kidney without delay if a reasonable 
attempt at diagnosis has failed and the bleeding 
does not respond to the treatment for idiopathic 
hamaturia. 

In sixteen cases a good opportunity was offered 
to study the results of ureteral dilatation in the 
treatment of the hematuria. In two, nephrotomy 
was done, while fourteen were treated by cysto- 
scopic methods alone and the care of foci of infection 
such as the teeth and the tonsils. In five cases there 
was a recurrence of the condition, but in these the 
presence of residual foci of infection was suggested. 
In ten cases, including one in which nephrotomy 
was done, there has been no recurrence. In the later 
cases no treatment other than wax-bulb dilatation 
of the stricture was given. 

The article is illustrated by numerous pyelograms. 

H. A. Fowrer, M.D. 


Giordano, A. S., and Bumpus, H. C., Jr.: Carci- 
nora in the Ureteropelvic Juncture Metas- 
tatic from the Prostate: Report of a Case. J. 
Urol., 1922, viii, 445. 

Metastasis from carcinoma of the prostate gland 
is usually detected first in the lumbosacral region. 
Of a series of 297 cases in which routine roent- 
genograms were made, eighty-four (28.28 per cent) 
showed metastasis in the bones. The next most 
common sites of metastasis are the lymphatics which 
drain the prostate and the course of the large 
pelvic blood vessels along which are several groups 
of lymph nodes. The nodes at the bifurcation of the 
iliacs are usually the first to become involved. From 
these, the lymph stream goes directly to a second 
group located on the sacral promontory and then 
along the perivertebral nodes. Extension by this 
route often occurs so rapidly that the supraclavicular 
lymph nodes are involved before the original malig- 
nancy is suspected. 

In about 8.47 per cent of the patients in whom 
metastasis is demonstrable the lymph nodes on the 
left side of the neck are affected. Enlargement of 
these lymph nodes suggests that the stomach is the 
original focus, particularly in the 11 per cent of 
cases in which malignancy of the prostate does not 
cause urinary symptoms. 


A form of metastasis which occurs only rarely in 
carcinoma of the prostate is metastatic involve- 
ment of the abdominal viscera through the blood 
stream. In the case reported in this article, metas- 
tases were found in the periprostatic and vertebral 
lymph nodes, and in the left kidney and the ureter 
close to the renal pelvis. After the application of 
1,145 mg.-hrs. of radium, the patient, a man aged 
63 years, developed marked gastric, intestinal, and 
cardiac symptoms, failed rapidly, and died on the 
sixth day. 

At autopsy numerous metastatic nodules were 
found scattered throughout the pleura and lungs. 
The perivertebral lymph nodes along the lumbo- 
sacral region were extensively affected and covered 
the aorta from the bifurcation to the first lumbar 
vertebra. The left kidney weighed 130 gm. In its 
upper pole was an infarct which was found on serial 
section to be due to metastatic carcinoma cells 
plugging a small blood vessel. Two grayish nodules 
discovered at the ureteropelvic juncture were com- 
posed of the same type of undifferentiated epithe- 
lial cells. 

The bladder did not present any gross abnormali- 
ties except a rough granular area about 3 cm. in 
diameter in the base, which was found on section to 
be a direct carcinomatous infiltration. The prostate 
gland was moderately enlarged and could not be 
shelled from its bed. It was firm in consistency and 
its cut surfaces were gray and granular. The lymph 
nodes surrounding the prostate were also infiltrated 
by carcinoma cells. Careful examination did not 
reveal metastasis to the bone. 

The history and the clinical and laboratory find- 
ings of this interesting case are given in detail. The 
authors’ conclusions are summarized briefly as 
follows: 


“The metastasis to the pelvis of the kidney in’ 


this case may be interpreted as illustrating the 
direct lymphatic connection to the prostate, bladder, 
and the kidneys and may be considered evidence 
that infections of the bladder reach the kidney, not 
by the lumina of the ureters, but by the lymphatics. 
However, this does not seem probable, as the lympha- 
tics of the ureters were not involved. Moreover, so 
far as we know, this is the only case reported in the 
literature in which carcinoma of the prostate metas- 
tasized to the renal pelvis. This extreme rarity 
should be strong presumptive evidence that direct 
lymphatic connections between the lower and upper 
urinary tract do not exist and that infection does 
not travel in this manner. Otherwise, with the 
large number of neoplasms of the bladder and pros- 
tate, metastasis to the kidney would occur more 
often. 

“In this case the presence of the cancer cells in 
the blood vessels of the lungs and the metastatic 
renal infarct would seem to demonstrate that the 
malignancy was carried through the blood stream to 
the ureter rather than by the lymphatics, a route 
probably travelled by many so-called ascending 
infections.” Epwarp F. Hess, M.D. 
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BLADDER, URETHRA, AND PENIS 


Young, H. H.: The Operative Cure of Incontinence 
of Urine, vith Illustrative Cases. J. Urol., 1922, 
viii, 361. 

This is a very comprehensive and instructive 
article discussing in detail the problems presented 
by the various types of cases, and the operative 
technique the author has found satisfactory. Case 
histories are cited and a large number of excellent 
illustrations are included. Young divides his cases 
into the following four groups: 

Group 1, postoperative incontinence. ‘This includes 
cases of incontinence due to median urethrotomy 
and those due to perineal prostatectomy. As a rule 
there is wide dilation and loss of function of both 
the internal and the external sphincter. The opera- 
tions performed for this condition are: (1) supra- 
pubic cystotomy and a plastic operation upon the 
internal sphincter, and (2) excision of the perineal 
scar tissue with plastic restoration of the external 
sphincter. There were three cases in this group. 

Group 2, vesicoperineal fistula with incontinence 
following fracture of the pelvis. This condition the 
author found in three cases at the Brady Clinic; the 
pelvis had been badly fractured and the bladder and 
the urethra ruptured by trauma. In the operation 
a suprapubic and perineal attack was necessary. 
The fistulous tract was excised, its internal orifice 
and the perineal wound were closed, and in one case 
repair of the external sphincter was indicated. 

Group 3, incontinence from perineovesical fistula 
associated with a dermoid cyst of the prevesical space. 
This group included one case. The author has been 
unable to find a similar report in the literature. 

Group 4, incontinence of urine associated with 
epispadias. This form of incontinence is not rare, 
but very little concerning it has been written. In 
the three cases seen by the author the urethra was 
widely dilated and there was absence of musculature 
in the upper wall, not only in the prostatic urethra 
but also in the membranous urethra and the trian- 
gular ligament. 

Urethroscopic and cystoscopic examinations show- 
ed marked dilation of both the internal and the 
external sphincter. The operative problem presented 
was to excise sufficient tissue to tighten the urethra 
and restore sphincteric control. A suprapubic 
incision was first made. When the bladder was 
opened, a widely dilated prostatic orifice was seen, 
in the depths of which the verumontanum could be 
made out. The upper wall of the urethra was thin 
and fibrous, and the finger could be passed out from 
the bladder through the dilated prostatic urethra 
and also through the membranous urethra into the 
deep bulbous urethra where it was met by a finger 
passed through the penile defect from without. 

It was thought necessary not only to excise the 
roof of the prostatic urethra, but to continue this 
excision downward so as to include the roof of the 
membranous urethra. In doing this it was found 
helpful to make a part of the excision through the 
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dilated penile defect. After sufficient tissue had 
been thus removed from the bulbous urethra down 
to the vesical cavity, approximation of the urethra 
was effected by means of the boomerang needle 
holder, first along the roof of the membranous and 
prostatic urethra through the suprapubic wound 
and then through the penile defect. When this was 
completed, the urethra had been tightened at the 
prostatic orifice so that it resembled a normally 
closed internal prostatic orifice. 

In the first two cases suprapubic drainage was 
maintained for about three weeks in order to facili- 
tate closure of the sphincteric plastics. The epis- 
padias was corrected at a subsequent operation. The 
results obtained in the three cases have been satis- 
factory. 

Young draws the conclusion that the three cases 
of incontinence of urine associated with epispadias 
and due to a congenital lack of sphincteric muscula- 
ture along the anterior wall in the region of the 
internal and external sphincter show that remark- 
able results can be secured by wide excision, proper 
approximation of the muscles, and careful placing 
of the sutures. These cases and those of the three 
other groups show conclusively that even after 
extensive destruction of both the internal and the 
external sphincter, and in the presence of a large 
amount of scar tissue, it is possible, by thorough 
plastic operations, to cure incontinence and to ob- 
tain normal micturition. | Epwarp F. Hess, M.D. 


Frangenheim, P.: The Operative Treatment of 
Incontinence of the Urinary Bladder (Dic 
operative Behandlung der Inkontinenz der Harn- 
blase). Ztschr. f. urol. Chir., 1922, x, 190. 


The various surgical methods of treating incon- 
tinence of the urinary bladder are discussed and a 
few of the author’s cases are reported. The method 
used must be suited to the type of case. In the male, 
the formation of a ring with a strip of fascia from 
the rectus muscle is almost always employed. In 
the female the muscle plastics of Stoeckel and 
Franz are usually indicated but in cases of marked 
adhesions the pyramidalis plastic is best. In cases 
of marked prolapse and defective development, the 
suturing of the cervix into the slit of the pubic 
portion of the levators (Ruebsamen) or the inter- 
position of the uterus gives the most satisfactory 
results. The injection of paraffin or humanol has 
been abandoned because it may be followed by 
embolism. VONDERBRUEGGE (Z). 


GENITAL ORGANS 


Schwartz, A. H., and Cancik, J.: 


Streptothrix 
Prostatitis. J. Urol., 1922, viii, 451. 


Bacteriological study of a series of cases of pros- 
tatitis made by the authors revealed the presence of 
a streptothrix in the prostatic secretion of a large 
number. This study is summarized as follows: 

1. Streptothrix was found by cultural methods 
in 65 per cent of the cases. 
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>, Most of the cases with a positive culture of 
streptothrix differed clinically from the others in 
that the urethral discharge was distinctly muco- 
purulent. 

3. In eight of the ten cases in which a clinical 
cure was obtained cultures were negative for strep- 
tothrix two weeks after the suspension of all treat- 
ment. 

4. Ten to 77 per cent of all cases in which the 
streptothrix was demonstrated were relieved of the 
urethral discharge by specific vaccine therapy. Sup- 
plemental prostatic massage was necessary in only 
three. 

5. Cases responded to autogenous vaccine therapy 
rapidly or not at all. Of the eight cases in which 
both a clinical and a bacteriological cure was ob- 
tained, seven were given ten injections or less. The 
cighth case received fifteen injections. 

6. Two cases showed a clinical, but not a cultural, 
cure after fifteen injections. 

7. Three cases showed practically no change 
after twenty or more injections. 

Epwarp F. Hess, M.D. 


Tenenbaum, J. L.: The Pathology and Mechanism 
of Prostatic Hypertrophy. J. Urol., 1922, viii, 
431. 

The author summarizes the various new theories 
regarding the pathology and mechanism of the 
changes occurring in prostatic hypertrophy. The 
subject is discussed under the following headings: (1) 
the mechanism of the changes in the urethra occur- 
ring in prostatic hypertrophy; (2) the effects on the 
bladder; and (3) the changes in the upper urinary 
tract and their special mechanism. 

The progress made in prostatic pathology leads 
to the conclusion that the so-called prostatic hyper- 
trophy is really a hyperplasia of the peri-urethral 
glands. The prostate itself undergoes atrophy 
through compression by the growth intruding upon 
it or primarily as a physiological presenile process 
occurring in advanced life. 

Prostatic hypertrophy cannot be considered a 
disease. The true pathologic process develops with 
the secondary changes in the urinary tract caused 
by proliferation of the peri-urethral glands. 

The changes in the size, lumen, and curve of the 
urethra are the result of various co-operating and 
antagonistic forces, of which the direct pressure of 
the intruding glands, the indirect influence of the 
changes in the bladder upon the urethra, and the 
anatomical peculiarities of the latter are the most 
important. The part of the urethra which is directly 
subjected to moulding by the growth is the supra- 
montane portion of the prostatic urethra. 

The muscular apparatus of the urethra suffers a 
gradual loss of elasticity. The most noticeable 
changes are observed in the so-called “longitudinal 
muscle” which is subject to direct pressure and 
distortion by the growth. 

Two types of intrusion of the growth into the 
bladder may be distinguished, viz., the direct and 


the indirect. Direct invasion occurs on or near the 
sphincter of the bladder and is associated with 
alterations in the symmetry of the bladder and the 
outline of the sphincter. This is not observed in the 
indirect invasions, which raise the entire floor of the 
bladder without affecting its symmetry directly. 

The pathologic middle lobe formation has nothing 
in common with the anatomical or Home’s pro- 
static lobe. 

The alterations which take place in the bladder 
are due to two antagonistic forces, the quality and 
the degree of obstruction and the capacity of the 
bladder to resist the effects of obstruction. The 
early stages of bladder involvement are marked by 
its increased muscular activity. In the later stages 
of growing disproportion between obstruction and 
resistance, distention and atony of the bladder are 
combined with impairment of muscular activity. 

The conception of back-pressure as the primary 
cause of the changes occurring in the upper urinary 
tract is inconsistent with the anatomical and physio- 
logical peculiarities of the bladder and the ureters. 
Contraction of the bladder prevents rather than 
causes urinary reflux, and in an atonic bladder 
urinary reflux is still less probable. 

According to Tandler and Zuckerkandl, advanced 
bladder distention in prostatics favors compression 
and narrowing of the ureters which in turn may 
cause obstruction of the downflow of urine and be 
followed by secondary enlargement of the parts 
above the stricture. 

The early stages of renal involvement occurring 
in prostatics are marked by congestion of the kid- 
neys associated with nocturnal polyuria and are 
followed by gradual destruction of the kidney sub- 
stance with the symptoms of azotemia and hypos- 
thenuria. 

The cystoscopic picture of an enlarged interure- 
teral ligament extending beyond the orifices of the 
ureters, as observed in the later course of prostatic 
hypertrophy, is suggestive of a complication in 
the upper part of the urinary tract. 

Epwarp F. Hess, M.D. 


Harris, S.H.: Prostatectomy: A Review of a Recent 
Series of 146 Cases with Five Deaths. Med. J. 
Australia, 1922, ii, 401. 


The author reviews a series of 146 cases treated by 
prostatectomy during a five-year period in which 
there were five deaths, a mortality rate of slightly 
less than 3.5 per cent. The deaths were due to em- 
bolism, circulatory failure, secondary hemorrhage, 
exhaustion, and urosepsis respectively. 

Cystoscopy was performed in twenty-seven of the 
cases, and preliminary cystotomy in thirty. Supra- 
pubic prostatectomy was done in all the cases, 
Squire’s method of enucleation being used. The 
average age of the patients was 69 years; the oldest 
was 86 and the youngest 49. 

No aperient or enema except 1% pt. of salt solu- 
tion was administered until the fourth day when 1 
oz. of castor oil by mouth and 6 oz. of warm olive oil 
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by rectum were given. No bladder irrigation of any 
kind was used during the first fortnight. The major- 
ity of the patients begin to pass urine naturally from 
the eighth to the tenth day. The author urges the 
use of a glass tube for bladder drainage instead of 
a rubber tube. T. F. Frvecan, M.D. 


Ward, R. O.: Cysts of the Epididymis. 
1922, Cciii, 807. 

Cysts of the epididymis are not rare and may 
reach the size of hydroceles. They are frequently 
bilateral. Monod and Terrillon divide them into 
two groups: (1) small cysts lying above the globus 
major, and (2) larger cysts, so-called spermatoceles, 
which are more closely related to the testis. 

The former, which are unimportant, are not uncom- 
mon in old men, and at autopsy are usually found on 
the convex surface of the globus major. They are 
sessile and subserous and range in size from that of a 
pinhead to that of a pea. Their pathogenesis is 
uncertain. They may arise from vestigial remains 
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and result from trauma or inflammation. 
cause no symptoms and require no treatment. 

The larger cysts are of clinical importance. Their 
pathology is still uncertain. They are believed to 
originate between the under surface of the globus 
major and the upper surface of the testis, encroach- 
ing upon the epididymis. As they show communica- 
tions with the seminal ducts and contain spermaio- 
zoa, they may be due to partial dilatations of the 
excretory ducts of the testis. They appear to be 
retention cysts. The usual amount of fluid contained 
in them is about 5 oz., but much greater quantities 
have been found. 

These swellings are differentiated from hydrocele 
of the tunica vaginalis by greater softness, palpable 
loculation, the position of the testis, the presence 
of spermatozoa in the fluid, the findings of trans- 
illumination, and conclusively by tapping. 

The palliative treatment is tapping. If recurrence 
develops, extirpation is indicated. 

Louis NEUWELT, M.D. 
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Brumm, S. A.: The Relation of Orbital Affections 
Due to Nasal Conditions. Pennsylvania M. J., 
1922, XXVi, 74. 

Orbital affections due to nasal conditions are 
favored by deflection of the nasal septum, especially 
opposite the middle turbinate, abnormality in the 
size and position of the middle and superior turbin- 
ates, and faulty drainage and ventilation. These 
cause an intrasinusal pressure which produces 
chronic congestion which is followed by hyperplasia, 
especially of the basement membrane, and even- 
tually blocks the posterior sinuses. Infection may 
then take place and cause an inflammatory process. 
The latter is generally exudative, rarely suppurative. 

Swelling infiltration spreads by continuity of the 
tissues of the optic nerve and its meninges. In many 
cases there is a history of recent coryza or a prior 
influenza, and in a few the history of an old inter- 
mittent rhinitis with severe headache but without 
a mucopurulent discharge from the nose. The ob- 
jective findings are conjunctivitis, choked disk, 
engorgement of the retina, and loss of the color 
field. The characteristic symptoms are those of 


iritis, uveitis, or retinitis. . 
Local treatment may consist of shrinkage of the 


turbinates and the use of the vacuum, but the 
patient should be watched most carefully by the 
ophthalmologist as operation may become impera- 
tive. Surgical treatment may consist in straight- 
ening deflections of the septum, turbinectomy, 
ethmoid exenteration, and sphenoid aération. For 
hyperplastic types with infection the author ad- 
vocates the use of autogenous vaccines. An X-ray 
examination should be made to determine the 
presence of anatomical abnormalities. 
James P. FrrzGeracp, M.D. 


Shoemaker, W. T.: Some Observations on Orbital 
Growths: Reports of Three Cases. Pennsyl- 
vania M. J., 1922, xxvi, 70. 


A college student aged 21 years had pain for six 
days in and around the left eye. The lid was slightly 
swollen, the palpebral fissure a trifle widened, the 
eyeball proptosed, and the movement of the eye- 
ball limited to the temporal side. The pain was 
increased when the eyeball was pressed backward. 
Vision was °/; but subsequently decreased to °/35. 

Examination of the fundus showed a light blurring 
of the disk at the temporal side. In the next few 
days a definite neuritis developed and there was an 
area of fundus elevation about 5 diopters in excess 
of the general hyperopia. The overlying choroid and 
retina were greatly disturbed, and the fundus below 
was markedly streaked. The elevated fundus was 


shadowed in transillumination and definitely out 
lined by perimetry. The left nasal chamber was 
found congested, but the right was normal. There 
was no pus in the nose. In transillumination from 
the mouth both antra were black. In transillumina- 
tion through the nose, the left antrum was black, 
but the right was fairly clear. The tentative diagnosis 
was an unusually thick bone forming the hard 
palate and possibly a solid growth of the left antrum. 

The treatment consisted of mercury inunction to 
the point of toleration followed by increasing doses 
of potassium iodide and the administration of ar- 
senic with the mercury. Recovery was rapid, com- 
plete, and permanent. 

Points emphasized are that cases of unproved 
malignancy should be given thorough treatment 
with mercury before they are subjected to surgical 
interference; that mercury is valuable as an absor- 
bent in many conditions other than syphilis; and 
that radical measures should not be resorted to 
before a sufficient amount of time has been allowed 
for results from other methods. 

In an infant 6 months old a hemangioma origi- 
nated within the orbit and presented at the inner 
angle of the base of the upper lid. The physical 
examination revealed enlargement of the thymus 
gland, evidences of cretinism, enlargement of the 
spleen, and other signs of endocrine disturbance. 
On the skin of the lid, directly over the soft pro- 
truding mass, was a small nevus. As the tumor 
increased in size and was accessible, and as it was 
unmistakably vascular, operation was decided upon. 
Ether was administered and the growth extirpated 
in the usual manner. 

Sections of the tumor seemed to confirm the 
diagnosis of hemangioma, but there was recurrence 
within a few weeks and the spleen remained en- 
larged, suggesting strongly that the second growth 
was a sarcoma. Opposed to this, however, was the 
fact that the child’s general condition steadily im- 
proved. 

The recurrent growth, which had extended along 
the entire base of the upper lid and was larger than 
the primary growth, was thoroughly removed. The 
second tumor was variously diagnosed as sarcoma, 
hemangio-endothelioma, and hemangioma. 

Since the second operation there has been no re- 
currence, and the child has remained well. 

The use of radium was considered in this case, but 
Shoemaker regarded it as too powerful and not 
sufficiently controllable to introduce close to the 
eyeball. 

In the case of a boy 7 years old the surgical removal 
of a fair-sized encapsulated sarcoma from the orbit 
was followed by X-ray treatment. Six weeks after 
the operation active recurrence was noted. The 
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growth was chiefly on the floor of the orbit, well 
forward. Four radium tubes were introduced into 
the tumor and allowed to remain for twelve hours. 
Within a week practically all signs of swelling had 
disappeared. During the subsequent four months 
the skin of the lower lid softened and the proptosis 
decreased. The process then again became active. 
There was never any pain. The duration of the 
condition was fourteen months and the terminal 
stages lasted about three months. 
James P. FirzGeratp, M.D. 


Gifford, S. R.: Ocular Sporotrichosis. Arch. Ophth., 
1922, li, 540. 


Gifford reports the case of a boy 8 years old who 
had a persistent fistula of the lachrymal sac con- 
nected with infected ethmoid cells. Cultures of 
scrapings showed sporotricha, and these organisms 
were isolated in pure culture from an inoculated 
white rat. The patient was given large doses of 
iodides. The end-result is not reported but the 
statement is made that the lesion healed. 

The author reviews a number of similar cases 
which have been reported in the literature. 

Tuomas D. ALLEN, M.D. 


Neame, H.: Ocular Sarcoma with Wide Extension 
Involving the Brain and Spinal Cord. Bri/. J. 
Ophth., 1922, vi, 493, 537- 

Penetration of the globe by epibulbar sarcoma is 
rare, and instances in which this occurs without 
causing extensive damage to the form of the eyeball 
are particularly unusual. A case of the latter type is 
reported in this article with a general review of the 
literature of the subject. 

The author’s patient was a man 53 years of age 
who complained in 1919 of slight irritation beneath 
the upper lid of the left eye. Though the lump in- 
creased in size steadily, no disturbance of vision was 
noted for six months. By March, 1921, there was 
marked swelling of the subconjunctival tissue with 
overlapping of the corneal margin all round, sug- 
gesting proptosis. The conjunctiva covering the 
swelling was adherent, tense, and glistening, and 
contained many blood vessels running toward the 
cornea. The growth itself was firm throughout. The 
cornea was hazy, and a small brownish-red patch 
which was dimly visible in the lower part of the 
anterior chamber was taken to be a hyphamia. No 
details of the iris or lens were visible. 

Enucleation was performed. Examination of the 
globe revealed a disseminated sarcomatous structure 
invading practically all of the intra-ocular tissues. 
Three months later it became necessary to exen- 
terate the orbit because of a recurrent growth, but 
healing was prompt and at the end of another six 
months there had been no reoccurrence. 

The author draws the following conclusions as to 
the treatment: 

1. If the growth is freely movable with the con- 
junctiva over the underlying structures and _ in- 
creases in size slowly, local removal is indicated. 


2. If the growth is the least adherent, the globe 
and a considerable margin of conjunctiva should be 
removed and radium applied. 

3. If the growth is large and there is a history 
of rapid extension, the orbit should be exenterated. 

James P. FirzCErAtp, M.D. 


Woods, A. C., and Knapp, A.: The Therapeutic 
Use of Uveal Pigment in Sympathetic Ophthal- 
mia. Arch. Ophth., 1922, li, 560. 


The authors report the case of an 8-year-old boy 
who had an unhealed corneal ulcer and prolapse of 
the iris, the result of a gonorrhceal conjunctivitis of 
three months’ duration. Vision was light perception 
and tension plus. An iridectomy was done, the 
defect in the cornea curetted, the prolapsed iris re- 
moved, and the corneal wound covered with a con- 
junctival flap. Six weeks later the patient returned 
with a sympathetic irritation. A week later this had 
increased to an inflammation. The injured eye was 
then removed. 

The patient’s serum reaction to uveal pigment 
was negative, showing no immunity whatever. A 
subconjunctival injection of cyanide of mercury, 
the administration of pilocarpine to induce sweating, 
and mercurial inunctions had no effect upon the 
condition. A course of non-specific protein therapy 
was then begun, but as the eye continued to grow 
worse the treatment was changed to doses of so- 
dium salicylate. These also were without effect. 

Two months after the beginning of the sympa- 
thetic inflammation, the injection of uveal pigment 
was begun. Gradually the eye became better, and 
although there was a short exacerbation one month 
later, the general tendency was toward improve- 
ment, the eye finally becoming white and free from 
inflammation and with final vision 20/200. 

The technique of administering the pigment is 
described in detail. Tuomas D. ALLEN, M.D. 


Jack, C. M.: Focal Infection in the Tonsil Causing 
a Tuberculous Ophthalmia. J. Am. M. Ass., 
1922, Ixxix, 1576. 

The author reports the case of girl aged 21 years 
whose condition was diagnosed as tuberculous sclero- 
keratitis, a diagnosis confirmed by several oculists. 

The physical and roentgen-ray examinations were 
negative although the patient was operated on 
at the age of 3 years for cervical adenitis and at 
the age of 14 had a tonsillectomy for repeated 
attacks of tonsillitis and several other operations for 
the removal of remnants of tonsillar tissue. Vision 
had become so poor that she was unable to recog- 
nize another person in the same room. 

Jack enucleated the tonsil stumps, believing them 
to be the focus of infection. Upon pathologic ex- 
amination they showed chronic inflammation, 
hyperkeratosis, and great numbers of miliary tu- 
bercles clustered around the crypts. The majority 
of the latter were epithelioid tubercles, but those 
which were larger and confluent showed caseation 
and giant cells. 
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lollowing the operation, vision in the right eye 
improved to 20/50 and that in the left became 
normal. 
The author has been unable to find the report of 
a similar case in the literature. 
James P. FitzGeratp, M.D. 


Verhoeff, F. H., and Friedenwald, J. S.: Injury to 
the Cornea and Conjunctiva Due to Fish Bile. 
Am. J. Ophth., 1922, v, 857. 

As a result of experimental testings of the effect 
of bile on rabbits it was thought that the corneal 
opacity originally attributed to fish bile in the case 
reported was probably due to the use of lead ace- 
tate as an eye wash. Verhoeff and Friedenwald 
therefore warn ophthalmologists against the use of 
lead acetate in corneal abrasions. 

Tuomas D. ALLEN, M.D. 


Johnson, G. L.: A New Method of Removing the 
Lens in Its Capsule. Arch. Ophth., 1922, li, 548. 


The author uses two instruments, a shovel spoon 
and an extraction spoon, which are shown in cuts. 
He inserts one spoon close to the pupillary edge at 
the top and while making pressure with the other 
spoon on the lower part of the cornea, breaks the 
zonular fibers above and presses the lens out onto 
the first spoon. He is not concerned by the loss of 
a small amount of vitreous provided he does not 
uncover the ora serrata. THomas D. ALLEN, M.D. 


Blake, E. M.: Bilateral Detachment of the Retina 
in Nephritis of Pregnancy; Reattachment of 
Retinz. Arch., Ophth., 1922, li, 586. 


In the case reported final vision was 20/50 in the 
right eye and 20/100 plus in the left, and the visual 
fields were practically normal. 

Blake reviews the literature briefly and concludes 
that ophthalmologic examinations should be made 
more frequently in cases of pregnancy. 

Tuomas D. ALLEN, M.D. 


EAR 


Hodges, P. C.: A New Method of Simultaneous 
tereoscopic Observation of Both Mastoids. 
Am. J. Roentgenol., 1922, n.s. ix, 753. 


The author makes stereoscopic exposures of both 
mastoids on 5- by 7-in. films and then mounts 
these on two pieces of 1o- by 7-in. celluloid in such a 
manner that those of one side may be seen stereo- 
scopically above those of the other side. He has 
found his method simpler than that described by 
Hill and Thomas in 1911 and equally eflicient. 

Hartune, M.D. 


Gottlieb, M. J.: The Indications for the Radical 
Mastoid Operation. Am.J.Surg., 1922, xxxvi, 200. 


A foul aural discharge, exposed bone in the middle 
ear, and a decided decrease in hearing, singly or al- 
together, do not constitute a definite indication for 
the radical mastoid operation. 

A chronic foetid aural discharge accompanied by 
headache or vertigo originating in the ear indicates 
the operation, even though hearing is good. 

The presence of large obstructing polypi, choles- 
teatomata, or fistulous tracts draining through the 
mastoid cortex or the posterior bony wall of the 
external auditory canal constitute a definite indica- 
tion for operative intervention. 

An acute exacerbation of obstruction to drainage 
in a case of chronic mastoiditis warrants radical 
treatment. 

The development of facial paralysis as a compli- 
cation of chronic otorrhoea is a definite indication for 
the radical mastoid operation. 

Cases illustrating the occurrence of fistulous tracts 
and signs of obstruction to drainage in the middle 
ear are presented in detail. 

The radical operation should never be done unless 
a functional test of the labyrinth has ruled out 
the presence of a latent chronic labyrinthitis. 

Maurice H. Corrie, M.D. 
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